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THE MEASUREMENT OF PARENTING SKILLS TO PROMOTE EFFECTIVE 
EDUCATION FOR THE PROGRESS AND SAFEGUARDING OF CHILDREN. 
 
Abstract. 
 
The focus of this study is the exploration of the relationship between parenting skills and young 
children’s developmental progress. The Government purports that good parenting makes a 
difference in children’s lives by preventing many social and health related problems. Although 
the literature supports this relationship, it lacks evaluation from the young child’s perspective. 
 
The study has 4 main aims. These are to ascertain if there is a relationship between parenting 
skills and young children’s developmental progress; to identify what it is within that relationship 
that enables the growth of resilience in the child; to find out if teaching parenting skills to parents 
of young children improves parenting skills, and to consider the outcome of improved parenting 
skills on the 0-5 year old child’s development. 
 
The overarching paradigms are both qualitative and quantitative, and triangulation of data is 
used to give confidence to interpretation of data. The method employed in the study is action 
research, comprising of 2 cycles, each containing the following elements; survey of opinion, 
questionnaire, semi-structured interview, collective case study and evaluation. 
 
The main tool used in cycle 1 of the study 1 was The Schedule of Growing Skills l (SOGS l), a 
pre-published tool. In cycle 2, the main tools used were The Schedule of Growing Skills ll 
(SOGS ll updated SOGS l), the Parenting Skills Scale (PSS), and a questionnaire entitled 
‘Questions about you and your family’ developed for use in this study. Use of a similar tool at 
the validity stage of PSS development was a possible weakness, although no tool the same as 
PSS was available. Inclusion of a larger number of respondents at the evaluation stage could 
have improved the robustness of the data. Ethical approval was obtained from The University of 
Wolverhampton, and Dudley Primary Care NHS Trust. Issues considered included 
confidentiality, informed consent and potential harm versus benefit. 
 
Respondents were drawn from parents living in Dudley and their 0-5 year old children, and 
professionals from health and social services within the area. There were 4 respondent groups 
involved in the evaluation of the specialist area, child protection, in cycle 1. These were child 
protection register children n=6, each registered child’s health visitor n=6, local comparison 
group n=60 and National Profile SOGS l scores.  PSS development respondents included in 
face validity, reliability and concurrent validity stages were n=20, n=100 and n=50 respectively.  
Evaluation respondents in cycle 2 were parent groups n=3, 5, 3, 5 and 8, children n=3, 5, 3, 5 
and 9 respectively, and health visitors involved with each group n=5, local comparison group 
children n=100 and National Profile SOGS ll scores 
 
The main finding in cycle 1 was a link between poor parenting skills and young children’s 
developmental progress. Cycle 2 results found teaching and application of improved parenting 
skills improved developmental progress in the child. The contribution to knowledge, resulting 
from this study, is that early teaching and application of improved parenting skills seems to 
improve the child’s developmental progress, demonstrated by the use of PSS in conjunction 
with SOGS ll. The PSS tool has been shown to be effective in evaluating the outcome of 
teaching parenting skills for both the child in the 0-5 year age range and the parent. The method 
used enabled professionals and parents to be actively involved in the research. 
 
This study has provided an evidence-based evaluation tool for the outcomes of teaching 
parenting skills. Further evaluation involving larger numbers in different areas could give more 
insight into the effectiveness of the tool, and identification of an optimum subtotal in each scale 
area. 
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THE MEASUREMENT OF PARENTING SKILLS TO PROMOTE EFFECTIVE 
EDUCATION FOR THE PROGRESS AND SAFEGUARDING OF CHILDREN. 
 
INTRODUCTION. 
 
This thesis is concerned with the relationship between parenting skills and young children’s 
developmental progress in the early formative years. It considers the outcome of improved 
parenting skills on young children’s developmental progress. It also seeks to tease out what it is 
in the parent-child relationship that enables a child to develop resilience to apparent adverse 
factors in life, having hypothesised that there is such a factor within the parent-child relationship. 
Government’s acceptance that good parenting makes a difference in children’s lives, enabling 
them to mature into stable adults as the building blocks of a decent, stable society is 
acknowledged. The meaning of ‘good enough parenting’ and child development are considered 
as a means of understanding the parent-child relationship and the complexity of factors that 
impact upon it.  
 
The focus of the study is the use of evaluation tools to measure the impact of parenting on child 
development, and if subsequent teaching of parenting skills has any effect. Evaluation in terms 
of the outcome for children and parents, resulting from the teaching of parenting skills is 
explored, emphasising the importance of evaluation from the child perspective, in achieving the 
objective to give children the best possible start in life.  
 
The literature explored failed to identify if the application of improved parenting skills through 
teaching were responsible for enabling the child to progress developmentally. Therefore, an 
approach where the outcome for both the young child and the parent is measured at the same 
time was sought, to seek to understand if, in fact, an improvement in parenting skills was 
responsible for developmental progress in the child. The evaluation of progress in both the 
parent and child should each support the outcome evaluation of the other. The literature 
reviewed described the search for measuring tools to meet this requirement. 
 
The development of The Parenting Skills Scale tool is described in chapter six. Evaluation of its 
use in conjunction with The Schedule of Growing Skills ll (Bellman, Lingam and Aukett 1996), a 
previously developed tool to measure a young child’s developmental progress, is described in 
chapter seven. 
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Reflection on why the study was undertaken. 
 
A Designated Nurse for Child Protection, who practised as a Health Visitor for ten years and as a Health Visitor Community 
Practice Teacher for ten years, undertook the research. All three roles influenced the researcher’s thinking about the need to 
influence parenting positively to give children the best possible start in life. The researcher had become aware of the relationship 
between parenting skills and young children’s developmental progress. Concerns had been expressed by health visitor colleagues, 
that the tool currently used to measure young children’s developmental progress, had no known recorded validation, and was 
insufficient in practice to measure developmental progress accurately. It was these concerns that led to research to identify an 
appropriate developmental screening tool to use with young children in Dudley that was research based. This led to identification of 
the need for further research around The Schedule of Growing Skills l tool (Reynolds 1992a). 
 
Having justified the introduction of the new tool into routine health visiting practice, its use was 
evaluated. Further evaluation in the specialist area of child protection showed a link between 
poor/inadequate parenting and lack of developmental progress in the young child. Reflection at 
this stage provided the impetus to take the current research further. The purpose was, as a 
preventive measure, to establish a means of evaluating the outcome of teaching parenting skills 
and their practical application on the development of the young child. The reason was to afford 
the child the opportunity of the best possible start in life. As no tool to measure the outcome of 
parenting skills on the whole age range of 0-5 year old children was found. The development of 
such a tool became the focus of the second part of this study. This need is emphasised in the 
results of a Government directed evaluation of Sure Start an initiative for teaching parenting 
skills. Evaluation indicated the least well off children in society, those whom it was intended to 
benefit the most, benefited the least from the initiative (Community Practitioner 2005). 
Subsequent evaluation, although showing an improvement in the outcome for both parents and 
children as a whole, did not focus on evaluation in terms of the outcome for the individual child 
and parent (NESS 2008). In practical terms, it is the outcome of work with the parent, and the 
practical application of improved parenting skills on the child, that it is important to measure to 
establish the effectiveness of a particular intervention. 
 
The aims of the study are: 
 
1.  To explore through the literature the nature of parenting, child development  
     and self-efficacy, and the relationship between good enough parenting    
     and safeguarding children. 
 
 
2.  To pilot the use of a developmental screening tool previously identified as  
     being the most appropriate to use with 0-5 year old children in the Trust, and  
     following evaluation to introduce the tool into routine health visiting practice. 
 
3.  To develop a tool to use with parents to measure their self-beliefs  
 13
     concerning their parenting abilities. 
 
4.  To explore the relationship between parenting skills and young children’s  
     development through the use of two tools, the Parenting Skills  Scale, the tool  
     being developed to use with parents, and The Schedule of    
     Growing Skills 11 with young children.   
 
5.  To determine what it is in the parent-child relationship that is essential to the  
      building of resilience in all young children.        
 
6.  To demonstrate the value of evaluating parenting skills in terms of the  
     outcome for the child in relation to the individual child and the prospective  
     effect on society as a whole. 
 
Keywords. 
 
The keywords used at the commencement of the study are parenting, self-efficacy, child development and resilience as it relates to 
children. They will be explored, from the sociological perspective, historically and to the present day in the first three chapters. 
Chapter one figure 1.2 indicates the relationship between them conceptualised as a developmental model relating the child and 
parent’s parenting. The model relates the child and the parent within the wider social structure of the family and the environment 
within which that relationship takes place.  
 
Methodology. 
 
The intellectual basis of the study is concerned with parenting and its effect on the developing 
child, as an individual and as a member of society. The overarching paradigms are qualitative 
and quantitative, with the method employed being action research.  
 
Action research was chosen, as it is a powerful tool for change (Cohen et al., 2000). It bridges 
the gap between research and practice, and combines the diagnosis of a problem, with 
reflection on the practical aspects of the problem that respondents identify as being capable of 
being changed. Working with the researcher can empower respondents to enable them to feel 
in control of the direction of change. It was particularly relevant in this study that those most 
likely to be affected by the proposed change to The Schedule of Growing Skills l developmental 
screening tool, should believe that the direction of change was appropriate and would be willing 
to work with the researcher to achieve change.  
 
Action research’s flexibility means that different methodologies can be used within it, and a 
variety of different data collection methods. Methodologies and data collection methods relevant 
to the different stages of the study could therefore be used.  
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Two action research cycles are used in this study. The first concerns the literature search, the 
introduction and evaluation of The Schedule of Growing Skills l (SOGS l) in routine heath 
visiting practice, and evaluation of the use of the tool in the specialist area of child protection. 
Results from the latter indicated a link between poor parenting skills and lack of progress in the 
young child’s development. This formed the basis for the work in the second action research 
cycle. The work involved the development of the Parenting Skills Scale to measure parenting 
skills. The study then describes the use of the new tool, in conjunction with the Schedule of 
Growing Skills ll (SOGS ll). Evaluating the outcome of teaching parenting skills in the parent, 
and the application of improved parenting skills on the child, was achieved through the use of 
the two tools. Respondents in the study were parents and their young children living in Dudley, 
and health visitors, social workers and GPs working in Dudley. 
 
Summary of chapters in the study. 
 
The study is presented in chapters. Chapter one describes how an overall strategy for 
conducting the research was devised. It then considers parenting, child development and self-
efficacy in relation to parent and child, and developing a conceptual framework linking child 
development and parenting. Chapter two considers parenting from the perspective of probably 
being one of the most important public health factors facing society today. It considers good 
enough and inadequate parenting in detail, and their effect on child development, as well as 
other factors that could affect parenting. Chapter three describes government and society’s 
influence on parenting emphasising that in today’s society protecting children from abuse is 
everyone’s responsibility. The chapter concludes by reviewing and analysing the findings of the 
literature review in the first three chapters. It affirms a relationship between parenting skills and 
young children’s developmental progress, and that teaching parenting skills and the practical 
application of improved skills can improve children’s developmental progress. However, it 
provides little evidence of what it is in the impact of inadequate parenting skills that enables one 
child to cope while another does not. 
 
 
Chapter four commences by describing the ontological and epistemological stance taken, and 
provides the rationale for the methodologies used in the study. It provides a description of the 
origin, reliability and validity studies of SOGS l, and SOGS ll (updated SOGS l with minor 
validated changes). The importance of evaluation, outcome and effectiveness, and the methods 
used in data collection for the first cycle are described. This chapter includes the survey of 
opinion prior to the change of the developmental screening tool to SOGS l. Chapter five 
describes the introduction of SOGS l and its evaluation in health visiting practice and in the 
specialist area of child protection. The main findings indicated a link between poor parenting 
and young children’s developmental progress. Chapter six provides information concerning the 
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rationale and development of the two tools used in the second cycle. These were the Parenting 
Skills Scale (PSS) to measure parenting skills, and ‘Questions about you and your family’ 
(DEMQ) to gain understanding about the respondent group. Chapter seven describes the 
stages of the second action research cycle, in particular, the evaluation of the use of PSS in 
conjunction with SOGS ll in the outcome of teaching parenting skills and their practical 
application on the young child’s development. Chapter eight critically considers the extent to 
which the aims of the study have been achieved, the appropriateness of the methodology and 
any shortfalls in it, and to what extent they may have impacted on the study findings. Chapter 
nine provides a conclusion as to what has been achieved in the study. It then considers the 
achievement of the search questions in relation to the conclusions, implications for practice and 
a reflective account of the conduct of the study. The chapter ends by stating the new knowledge 
gained through the study and areas for future study. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAPTER ONE 
 
THE SEARCH STRATEGY, PARENTING, CHILD DEVELOPMENT AND 
SELF-EFFICACY.  
 
The chapter commences by describing the research strategy devised for conducting the literature review. It then moves to 
considering parenting in relation to its nature and to gender, child development within the parent/child relationship, and self-efficacy 
in both the parent and young child.  
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1.1 The search strategy. 
 
The following steps were used to devise an overall plan for conducting the literature review to 
ensure all the relevant material was obtained and critically evaluated in relation to this project 
(Hudson 2003). These were;  
• analysing the research problem;  
• determining the information required;  
• identification of information source needs;  
• conducting the information search; and, 
• critically integrating, evaluating and synthesizing the information search results.  
Each step was considered as follows. 
The search strategy process began by determining the nature of the research problem in 
considering parenting and the parent-child relationship. Firstly how do parents know how to be 
parents?  In this thesis it is argued it is through teaching the skills to become parents. Having 
acquired skills, how do parents believe they have become competent and then sustain 
parenting skills and their practical application for the welfare of the young child? The meaning of 
skills and competence will be discussed in chapter two (section 2.2). Furthermore, what other 
factors are there in the parent-child relationship that can enable the child to further 
develop/acquire coping skills to deal successfully with apparent life problems? Considerations 
of these issues were used to devise four main questions.  
 
 
 
 
 
 
 
 
 
The research questions are: 
1 Is there a relationship between parenting skills and young children’s developmental   
   progress?  
 
2 Does teaching parenting skills to parents of young children improve parenting skills? 
 
3 Does the practical application of improved parenting skills improve the developmental  
    progress of young children?  
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4 What is it in impact of inadequate parenting skills on the child that enables one child     
   to cope while another does not? 
 
These, together with the research aims, explanation of the link between the aims and research questions, and how each aim links to 
the conceptual framework (figure 1.2) will be given in section 1.12. 
 
1.2 Parenting skills and young children’s developmental progress.  
 
It was already known that parenting skills do influence young children’s developmental progress 
(Hall and Elliman 2003, Illingworth 1987). Illingworth emphasised that parents needed to give 
their children care in the physical, social, emotional and intellectual sense, right from the earliest 
days of the child’s life for the child to achieve developmental progress. Parenting skills were 
needed to give age appropriate care. There were means of measuring young children’s 
developmental progress, for example, Bellman, Lingam and Aukett’s (1996) tool. However, 
there was no knowledge of a means of measuring parenting skills over the child rearing age 
range 0-5 years. Additionally, there was no means of measuring parenting skills in parents of 
children aged 0-5 years and their children’s development at the same time, and if the one 
measure supported the outcome evaluation of the other. As the one influenced the other, it 
appeared essential that measurements were obtained from the parent and child as a means to 
explore progress in the young child. This would aid the parent to understand their own parenting 
skills and where they needed to improve, if necessary, translating those skills into practice for 
their child’s welfare. Parenting and the factors influencing it needed to be understood, and the 
part self-efficacy played in this. A further important area that needed exploring concerned child 
development and what it was in the parent-child relationship, if it existed, that could enable the 
growth of resilience in the child. The key words identified were parenting and child development, 
self-efficacy and resilience. These were first considered as concepts, then constructs were 
devised from them to build an argument for pursuing the project’s identified aims and to support 
its value. Four further constructs were considered in relation to parenting. These were ‘good 
enough parenting’, blocking factors, competence and performance.  
Knowing that parenting skills do influence young children’s developmental progress led to the decision to explore the literature 
around the identified issues, seeking to answer the research aims and questions. If nothing had been known, the more usual approach 
of reviewing the literature and then deciding which areas required exploring would have been taken. A potential weakness in the 
approach adopted is the possible omission of relevant factors in the literature, while a potential strength is the early focus on areas 
relevant to the study. 
 
Parenting skills and child development are not new phenomena. Information relating them to the 
historical context was deemed necessary to understand if and how the concepts have changed 
as well as their meaning at the present time. Therefore, relevant older reference material has 
been included – in the case of parenting skills in the past five years, but the concept of 
parenting from the seventeenth century A.D. to the present. References used relating to child 
development are from the fourth century A.D. to the last five years. Scholarly rather than 
popular information was required as this is more likely to provide an unbiased view of the topic 
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being explored. Primary sources of information were needed in preference to secondary 
sources to prevent error occurring in misinterpreting primary source information in the 
secondary source. The primary source would be more likely to provide fuller, unbiased 
information on the area being explored. However, if a particular piece of information appeared 
to be relevant to enhance understanding of the research area, secondary sources were used 
when primary sources were unavailable.  
 
1.3 The search for and organisation of the literature.  
 
A number of databases were identified and searched in order to identify the material required. 
These were British Nursing Index, Biomed Central, PsycINFO, CINAHL, ChilData and ASSIA. 
The search was organised round each of the key words.  
 
Interpreting and evaluating the material obtained and organising it into the body of the literature 
was the strategy of the literature review. Further information was sought where there appeared 
to be gaps in the information found concerning a particular area. Each piece of information used 
was evaluated as to its usefulness to this study. The literature search is divided into three 
chapters, each linked to the next. This chapter includes ‘The Search Strategy, Parenting, Child 
Development and Self-efficacy’, chapter two, ’Literature Review: Parenting as a National 
Concern’, and chapter three, ‘Safeguarding children: everyone’s responsibility’. The literature 
search strategy links to stage 3 in the first Action Research Cycle found in chapter four (figure 
4.2). The literature covered in the first three chapters was examined to determine to what extent 
it answered the research questions, whether the research aims were supported (section 1.12), 
and if any gaps were identified. These are presented in chapter three (section 3.9).  
Chapter one explores parenting and child development as concepts and the relationship 
between them. Self-efficacy is considered as a concept prior to parental self-efficacy as a 
construct. Resilience is considered firstly as a concept, then resilience in the child as a 
construct. Literature concerning self efficacy is drawn on to consider how parents’ beliefs in their 
own abilities can affect their capabilities as parents, and the rationale for using it rather than self 
esteem is explained. Resilience is explored as to its origin in nature or nurture and its 
importance to the developing child. A further construct relating to parenting, ‘good enough 
parenting’, is considered in terms of its realistic approach to expectations from parents caring 
for their children, and explored further in chapter two (sections 2.3 and 2.4). The construct, 
blocking factor, is used to explain how the parent protects the child by knowingly preventing 
potentially or actually adverse influences from reaching the child. The conceptual framework 
(figure 1.2) is used to show the interaction between factors in the parent, the child and the 
environment, and how abilities in the parent can operate to protect the child from adverse 
factors while at the same time allowing them to be exposed to positive factors. An explanation is 
given of the conceptual framework and how it links with the aims of the project (table 1.2).  
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1.4 The nature of parenting. 
 
A number of ideas have been put forward about the concept of parenting since the 17th century 
definition ‘to produce’ while the meaning ‘to act as a parent’ has been in existence since the late 
19th century (The American Heritage Book of English Usage 1996). Nowadays it is most usually 
used to mean ‘raising children,’ a task not the sole prerogative of natural parents, but can 
include government, teachers, the wider family network and the community (Hoghughi and 
Speight 1998). Raising children is a task lasting from birth to adulthood, although in the 
biological mother the parenting process starts in the antenatal period as indicated later in this 
section (Fraser 2003). Some have considered parenting in terms of provision of physical care 
(Mickelson 1947, Attard 1988), and others on the attainment of child focused activities assessed 
by means of reference to child outcomes (Feldman et al., 1985, Katz 1992). A further concept is 
through decision making viewing the act of parenting as being central to parental competency 
(Tymchuk et al., 1988, Tymchuk and Feldman 1991). Hayman (1990) noted no legal consensus 
on the meaning, and concluded that parenting adequacy referred to what he termed minimally 
acceptable community care standards. This involved four aspects of care that the parent was 
required to meet. These were the physical needs of the child, preserving the health and safety 
of the child, meeting the emotional needs of the child and promoting the intellectual growth of 
the child. In the case of intellectually retarded parents, Hertz (1979) noted that some courts 
have added a further factor, that of stimulating the child intellectually.  
 
 
According to Long (1996), the concept of parenting refers to a relationship, a group of activities 
and a process. It implies positive activities that parent figures undertake for children. Although 
biological parents generally undertake it, the parenting process involves anyone concerned with 
care of the child. From the child’s perspective their parents are the adults who are most closely 
involved emotionally with them and are consistently available to them. In other words, parenting 
can be considered as a two-way relationship between two or more generations that can extend 
through the life span of those involved and does not depend on a genetic relationship 
(Golombok 2000). Over time, the concept of parenting has changed from the simple act of 
producing to that of caring, what that involves and who can act as parents.  
 
A further issue concerning parenting is where parents learn the skills to parent and its 
importance. Golombok (2000) stated that teaching parents to parent was important for the 
healthy development of their children. Care delivery influencing the child’s development 
occurred within the parent/child relationship and was most successful when that relationship 
was intense and the adult was involved.   
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Burton (2001) stated that 19th century parents in the Victorian era learned parenting from their 
own parents, as had been the case for generations previously. Much of the practical care was 
delegated to servants to varying degrees in all but the poorest families, so parenting involved 
both biological parents and servants. The latter often included a nursemaid to suckle and care 
for the infant, the task being delegated to wet nurses outside the home and the child was 
returned once it was weaned. The nursemaid evolved into the nanny of today who has 
specialised in the care of young children. It can only be assumed that the delegated carers 
learned their skills from their own parents or other servants in the household caring for the 
children. This meant that children’s upbringing would have been influenced not only by their 
own parents, but also by servants involved in their care. Natural parents may have differed in 
the amount of time they spent on overseeing their children’s care and ensuring their own wishes 
in this respect were honoured. Victorian parents were portrayed as strong disciplinarians a 
factor they saw as essential in the upbringing of children (Ford and Harrison 1983). 
 
In the poorer classes parents delegated the task of caring for younger children to their older 
siblings (Ford and Harrison 1983) a pattern learned from their own parents. This meant that 
there was a remoteness of day-to-day care from the parents for younger family members. In 
effect it was the older sibling parenting the younger child(ren). The older child’s parenting 
abilities were likely to have been dependent on their age and experience. It can only be 
assumed that the mother initially instructed the older child in basic child-care, as well as 
affording  opportunity to  learn  by  observation.  Standards  must have  varied  widely when  the  
 
number of accidents involving children caring for younger siblings is considered (Ford and 
Harrison 1983).  
 
Most parents today come from small families and do not have the opportunity to learn parenting 
skills by caring for younger siblings. They are often isolated from close family members and lack 
the opportunity for continuing support in the parenting role (Utting 1995). As Billingham (1991) 
indicated, and from the researcher’s own experience of working in the field as a health visitor, 
there appears to be more reliance today on learning parenting skills from outside the family, for 
example, from health care professionals - in particular midwives, health visitors and organised 
group work, for example, Sure Start. Many working mothers choose to delegate child-care 
either to other adult family members, or to child minders or nurseries where there is a system for 
monitoring standards of care. There is also a multiplicity of literature concerning parenting from 
which parents may choose to learn. Green (1999) writing as a paediatrician acknowledged that 
parents could be overwhelmed by experts and pondered on the possibility that parents might 
cope better without them. He did emphasise that parents should be taught confidence in their 
abilities and it was essential they were good role models for their children to learn from. Other 
opportunities for learning are from parents’ own parents and their own experience of being 
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parented. They may learn by observing others in the parenting role and modelling their 
behaviour (Bandura 1977). The midwife plays a prominent role in teaching the mother aspects 
of good health (both physical and mental) in the antenatal period. These influence the health 
and well being of the baby before and after birth (Fraser 2003). There is evidence that the 
unborn baby can feel, hear, sense, and possibly remember, from as early as the sixth 
gestational month (http://en.wikipedia.org/wiki/parenting). This information is relevant in 
influencing the mother’s chosen experiences and actions she performs, for example playing or 
listening to music. Both parents can benefit from teaching at parent craft classes thus 
enhancing their parenting skills in preparation for the care of the baby following birth (Fraser 
2003).   
 
Grantham-McGregor et al., (1999), believed that parents should be taught effectiveness in 
promoting their child’s development, as from the scientific perspective there was a link between 
parenting and child development. Parents have the opportunity for education concerning 
parenting, as previously discussed including from midwives, health visitors and Sure Start 
centres. The latter focus on engaging parents in learning parenting skills in order to give their 
children the best possible start in life and the opportunity to achieve their potential (DFEE 1999).  
 
A further dimension to the nature of parenting is in the implications of the imprinting process as 
discussed in section 1.7. Babies, according to Siegler et al., (2002), do not imprint but they do 
have a strong tendency to visually follow a face shape. From birth they endeavour to maintain 
visual  contact with  other  humans,  in  particular,  their  caregiver. This is  discussed  further in  
chapter two (section 2.3) in relation to Bowlby’s attachment theory where he argued that like 
imprinting, attachment was rooted in evolution, and like imprinting increased the infant’s chance 
of survival. 
 
1.5 ’Good enough parenting’. 
 
The construct,  ‘good enough parenting,’ was first used by Winnicott (1965). He recognised that 
it was unrealistic and unhelpful to expect parents to be perfect. Being good enough to meet their 
child’s needs was more realistic. They could make mistakes but still rear happy, productive, 
well-adjusted children. In his view, most parents were ‘good enough’ but it was important for 
parents to deliver ‘good enough parenting’ consistently. This consisted of basic commodities the 
child needed from the parent to turn out ‘alright’ (by which it is assumed he meant the child was 
developing satisfactorily). These were a certain amount of love, caring, attention and 
understanding. Although Winnicott (1965) describes this as a concept, in reality, a truer 
description is that of a construct. It builds on the notion of parenting to create a structure that 
includes the building blocks required in the act of parenting to meet all aspects of the child’s 
needs.   
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The problem with Winnicott’s concept is that he does not define the amount of love, care, attention and understanding required in 
‘good enough parenting’ to enable the child to achieve optimum development. In fact he appears to believe that it is sufficient for a 
child to turn out ‘alright’ as the measurement of parenting being ‘good enough’. He does not seek to measure the level of parenting 
in the parent or the outcome for the child. Turning out ‘alright’ may be far below the child’s potential level of achievement. 
Although his concept that parenting does not need to perfect appears to be a realistic one, nevertheless, without any form of 
measurement as to what is or is not an acceptable level of parenting, it remains an untested concept.  
 
Drawing on Winnicott’s (1965) work, Hoghughi and Speight (1998) took the components of 
‘good enough parenting’ developing them further to form three essential parts similar to 
Hayman’s (1990) view. The first is love, care and commitment that protects children from harm, 
and promotes emotional as well as physical health. The second is control/consistent limit setting 
which involves setting and enforcing boundaries to ensure children’s and others’ safety. The 
third element is facilitation of development concerned with both optimising children’s potential 
and with opportunities for using it. Although Hoghughi and Speight (1998) developed the 
components of ‘good enough parenting’ further, like Winnicott (1965), they did not attempt to 
devise a form of measuring what is an acceptable level of ‘good enough parenting’ in terms of 
the outcome  for the child. Their work, like  that of Winnicott (1965), lacks this element, meaning  
 
at best their conclusions about what is ‘good enough parenting’ is based upon an assumption 
rather than a tested fact. It is this missing element that the current study seeks to address.  
 
That the parent has a responsibility to deliver ‘good enough parenting’ of a standard sufficient to meet their child’s needs at any one 
time is recognised in the explanation of the conceptual framework (figure 1.2). It is by constantly assessing the child’s needs, 
delivering care to meet them and then reassessing and redelivering that this can happen. This aspect of parenting is not mentioned in 
Hoghughi and Speight’s (1998) work, yet arguably it is essential if parenting is to continue to be ‘good enough’. Winnicott (1965) 
emphasises the need for continuing delivery but he does not identify how the outcome should be assessed. The measuring approach 
developed in this project is a useful means to aid parents to understand the importance of continuing to meet their child’s needs, 
demonstrating the link between parenting and child development.  
 
Again arguably Hoghughi and Speight’s (1998) approach to ‘good enough parenting’, like that of 
Winnicott (1965), is a construct rather than a concept. They identify the building blocks that in 
their view make up ‘good enough parenting’. Their view of the components of parenting agree 
with that of Winnicott (1965) and Hayman (1990) which lends weight to accepting this view. 
 
1.6 The nature of parenting and gender.  
 
Over the last half-century, society’s expectations of men’s and women’s roles in parenthood has 
changed (Zisblatt 2005). Today, there is a decline in male employment and an increase in 
women employed outside the home, hence men are no longer the traditional breadwinners 
(OFT 1999). The result is uncertainty about gender roles in the family unit, particularly parenting 
and domestic duties. Zisblatt (2005) goes so far as to say that parenthood in society today has 
become an equal opportunity with availability and proximity dictating functions rather than 
gender. While men in general take a far more active role in parenting today offering greater 
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opportunity to enrich the parenting experience children receive, it can cause stress by the 
demands of work outside the home for both parents (Bailey 2002). 
 
In households where both work, women remain the main carer and have the main care of the 
household (Bailey 2002). Yet in spite of this, there are significant benefits that children 
experience through the father taking an active role in parenting.  These include high quality 
relationships, better emotional adjustment at home and school, improved literacy and 
intellectual development and reduced crime (Burgess 1997). Men and women have different 
experiences and life styles that impact on their parenting, meaning the parenting children 
experience from each parent is not the same but, as Burgess stated, having both parents taking  
an active role in parenting could be beneficial for the child. Bailey (2002) and Burgess (1997) 
both acknowledge the different yet complementary roles that men and women play in parenting 
differing from Zisblatt’s (2005) view of parenting as an equal opportunity. Even in cases where a 
choice is made for financial reasons, where the father remains at home to care for children, this 
is not necessarily an equal opportunity but rather a choice made out of necessity. 
  
A further issue is whether male and female offspring experience different parenting from their 
parents. Hashmi (2003) argues that this is so due to gender related differences in child 
development. Davenport (1994) gave examples stating that girls developed language skills 
slightly in advance of boys and stayed slightly ahead, but after the age of six years boys were 
ahead in basic arithmetic. It was not clear if these differences were due to nature or nurture. 
Possible reasons for the first were in the way boys’ and girls’ brains were organised. Language 
centres may be slightly more efficiently organised in girls, but the parts of the brain involved in 
processing numbers may be better in boys. If the nurture approach is taken, it seems that boys 
may be socialised into thinking in terms of taking up science or mechanics involving numbers, 
with girls being encouraged to be more talkative and sociable and to use language more. 
Although Hashmi (2003) argues that parents consciously set out to parent boys and girls 
differently, without the supporting evidence it cannot be regarded as either a true fact or 
otherwise. As there is only a small gender variation in the development of young children, the 
same developmental screening tool was used for boys and girls in the current project. 
 
In some societies Hashmi (2003) asserted the bias was towards the male child who was seen 
as superior to the female. This meant more psychological and material resources were given to 
him to the detriment of the female. The latter factor is perhaps less obvious in western society, 
but Hashmi asserts that having and rearing a male heir remains an important issue for many 
families. 
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1.7 Child development. 
 
 
Parameter                                             Development 
                                                 [Motor development i.e. crawling and walking. 
Physical                                  [Hearing and language skills 
                                                 [Speech and language skills 
                                                 [Visual skills 
                                                 [Manipulative skills 
 
Social                                      [Interactive skills –interaction with other people 
                                                [Self-care social skills 
 
Emotional                                 Appropriate reaction to external events 
 
 
Cognitive                                      Understanding 
 
Figure 1.1 Parameters of development in the young child (Illingworth 1987, Sheridan 
1975). 
 
The development of the child, occurring within the parent/child relationship, is viewed from 
paediatric, scientific and philosophical and social perspectives. The parameters of development 
are portrayed in figure 1.1 to give an understanding of them.  
 
Examples from the paediatric perspective are as follows. Bellman, Lingam and Aukett (1996) 
acknowledged the progressive nature of development, but drew attention to the great plasticity 
in the infantile period. This meant that temporary abnormalities and deviations found at an early 
age were compensated for and no clinical abnormalities resulted. Their view of normal 
development was that it followed a relatively smooth path and that failure to follow that pattern 
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was abnormal, but they advised caution in diagnosing abnormal development. Progress should 
be plotted over a period of time to diagnose abnormality, as a single assessment did not provide 
sufficient evidence. They also drew attention to the fact that environmental factors could 
influence child development.  
 
IIlingworth (1987) saw child development as a continuous process from conception to maturity, 
starting in the uterus with birth being an event during its course, although it initiated an extra-
uterine existence. The sequence of development was the same in all children, but the rate was 
different and the sequence of development in each developmental field did not necessarily run 
parallel with that in another.  He also acknowledged the  importance of environmental  factors in  
influencing a child’s development. Hall and Elliman (2003) essentially agreed with this view. 
Sheridan (1975) saw child development as an increase in complexity involving structure and 
function with many variations between individuals with environment factors influencing the 
process. While Sheridan talked about ‘normal’ and ‘abnormal’ development, Illingworth argued 
there was no such thing. In his view, the further a child was from the average, the more likely 
they were to be abnormal. Gesell, a psychologist and paediatrician (Gesell 1929 and 1948) 
influenced IIingworth’s view. He argued that it was impossible to say what normal was, but there 
was no difficulty in defining the average. He also saw child development as progressive, 
emphasising the importance of taking into account all factors in the child and his environment 
that might affect development. Unlike Illingworth and Sheridan, he felt it is possible to predict a 
child’s future progress but advocated caution on giving too precise predictions.  
 
There are similarities and differences between the paediatric views expressed (Hall and Elliman 2003, Bellman, Lingam and Aukett 
1996, Illingworth 1987, Sheridan 1975, Gesell 1929 and 1948). All acknowledge the effect of the environment and parental 
influence on the child’s development. All agree on the progressive nature of child development, with Sheridan emphasising its 
increasing complexity. There are also differences, particularly concerning what is normal and abnormal development. Bellman, 
Lingam and Aukett (1996) and Illingworth (1987) draw attention to the wide variation in the rate between children believed to be 
developing normally, but Illingworth (1987) and Gesell (1929 and 1948) argue that it is not possible to say what is normal, although 
there is no difficulty in defining the average. Illingworth (1987) puts it another way in stating the further a child is from the average 
the more likely the child is to be abnormal. Although Bellman, Lingam and Aukett (1996) do use the terms normal and abnormal 
development, they do advise extreme caution in diagnosing abnormal development emphasising the importance of assessment over 
a period of time before a diagnosis is made. Only Gesell (1929 and 1948) feels that it is possible to predict a child’s future 
developmental progress although advising caution in being too precise. 
 
In terms of this study the important emerging factors from the paediatric perspective are the progressive nature of child development 
and that parents influence their child’s development within the environment in which they are cared for.  
 
An example from the scientific view is that of Grantham-McGregor et al., (1999), who argued 
that promoting optimal child development required it to be viewed in a holistic way, with good 
health, nutrition and the psychosocial environment being vital factors. Child development was 
multi-dimensional. All the vital factors needed to be present for the child to acquire the relevant 
cultural skills and behaviours for effective functioning within their current sphere of life and to 
make changes as the context of their life changed.  
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Imprinting was a further consideration from the nature aspect of the scientific approach to 
development (Lorenz 1935). The imprinting process involved visual and auditory stimuli from 
the parent object and elicited a following response from the young that affected their adult 
behaviour (Lorenz 1935). Imprinting on one object closed down the possibility of imprinting on 
another. Bowlby’s (1951) view of the imprinting process (as indicated in section 1.7) has 
implications for human young in establishing a bond, part of the emotional development in the 
child, between mother and child. Introducing the baby to the mother as soon as possible after 
birth enables the baby to recognise her as the parent. In applying this thinking to today, if the 
mother chooses to delegate some of the parenting to someone else, for example a child minder, 
the child will still recognise the natural mother as the parent figure. The problem is Bowlby 
(1951) considers bonding in respect of the mother and does not take into account the father, or 
the effect of separation from the father. Although Bailey’s (2002) and Burgess’ (1997) view that 
the roles of father and mother in humans were complementary may be true, it does not explain 
the phenomenon when someone other than the natural mother has taken on the mother role 
from an early age if the natural mother had been unable or unwilling to do so. Lorenz (1935) 
view of imprinting has some affinity to Hoghughi and Speight’s (1998) thinking. In their view 
parenting could be undertaken by a number of others than the natural parent. It also mirrors 
Lorenz’s (1935) experience with newly hatched ducklings, but unlike his view that once 
imprinting has taken place it cannot recur with another ‘mother’ figure. Hoghughi and Speight 
(1998) do not comment on whether the parent figure can change and what the effect might be. 
Bowlby (1951) also concentrates on the effects of separation from the mother implying that 
once that bond was broken the damage is irreparable. The reality is that in many children’s lives 
the parent figure does change, for example due to war and natural disasters. In these 
circumstances the question has to be asked as to the quality of subsequent attachments when 
the first is broken. This subject is considered in chapter two (section 2.3) in relation to fostering 
older children. 
 
There are a number of examples from the philosophical perspective. Rousseau’s Emile (1762) 
saw education as vitally important in the developmental process, from helpless infant towards 
maturity. He believed a child’s emotions should be educated before his reason and that freedom 
of expression without repression of curiosity would produce a well balanced free thinking child. 
His thinking was influenced by the social context in which he lived when the old feudal system 
was dying with its exploitation of the serf and power resting with the rich landowners. This may 
explain why he saw science and art as having corrupted the individual replacing the possibility 
of sincere friendships with jealousy and suspicion. Nevertheless, some of his ideas have had a 
profound influence on thinking today. He was, as Chew (1996) stated, a forbear of modern 
socialism attacking the institution of private property, and his idea of learning through 
experience and minimising book learning has had a profound influence on modern education.  
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Writing in the 4th century AD, Augustine also saw education playing a vital part in child 
development but did not advocate freedom of expression (Peddle 2001). Augustine saw 
education within the bounds of what was socially acceptable behaviour. An infant was born into 
a divine order in which he was only able to relate in terms of his natural needs. He was 
unconscious of his own rationality, but moved from this state to being able to distinguish 
between his natural and rational desires. He was helped by the development of speech, 
allowing maturation of communication and education in the wisdom of his society. Augustine, 
unlike Rousseau, sees education’s role as having a controlling influence, disciplining the child to 
move beyond the natural society of the family into the civil realm, to understand and to take 
pleasure in the universality of social rules. This has been borne out in a modern day longitudinal 
experiment by Granada Television verifying the old Jesuit saying, “Give me a child until he is 
seven, and I will show you the man” (Jones 2000). It traces the lives of a group of seven year 
olds from a diversity of social backgrounds in the 1960’s to adulthood. The purpose was to 
show that it was possible to predict what the adult would be like, including in terms of academic 
achievement, type of employment and social status, from the way in which the child had been 
brought up until the age of seven years. 
 
Darwin (1872) offered a further perspective to the philosophical approach seen in his 
observations of the development of his first child that Illingworth (1987) noted. He observed its 
progressive nature in both the physical and emotional sense and in his origin of the 
development of expression of the emotions in man and animals. Although Darwin’s study of the 
development of his first child was very detailed and comprehensive, its limitations have to be 
noted. He made no observational comparison with other children of the same age and did not 
acknowledge the danger of assuming that because development in his own child followed a 
certain sequential order that the same would be true of all children. Darwin’s (1872) approach in 
generalising the information obtained in his ideas on the development of the emotions in man 
and animals is therefore flawed. In spite of this his ideas give understanding to these 
phenomena. 
 
Development of emotions according to Darwin (1872), was due firstly, to man’s inheritance 
through evolution, and secondly, to the intervention of the will. These were important to man’s 
welfare, for example, the infant’s crying to gain attention, and were developmental in nature. He 
described these under three principles. The first was inheritance, for example, heart action is 
raised when a person is angry. The second was an antithesis, where the will has intervened 
although in a remote and indirect manner, as when the hands are joined in prayer and eyes 
raised to heaven. The third principle was that of the direct action of the excited nervous system 
on the body, where emotions were influenced by nerve-force passing along habitual channels 
determined by previous repeated exertions of the will, for example, in the man in his gestures as  
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if about to attack when he is angry although he has no intention of so doing. Darwin agrees with 
Rousseau on the importance of emotions, but does not see them as needing to be educated. 
Like Augustine, he acknowledges the importance of communication development, but sees this 
through the development of the emotions rather than language alone. 
 
From the philosophical perspective, all acknowledge the progressive nature of child development. There are differences as to the 
importance of education, possibly influenced by the time in which they lived, although all see it as important in the developmental 
process. Likewise all agree on the importance of the development of communication. Again these are important in relation to this 
study. 
 
Examples from the psychological perspective are now given that relate to child development. 
Santrock (2004) saw development as a pattern of change beginning at conception and 
continuing throughout the lifespan. It was a complex pattern including biological, cognitive and 
socio-emotional elements that were all intertwined. This is similar to Bronfenbrenner’s (1977) 
ideas (Gauvain and Cole 2001). He emphasised that no single factor explained development 
and its growth. All its elements, biological, social and cultural (meaning the environment), had to 
be considered.  
 
Santrock (2004) considered that cognitive development was a result of hereditary and 
environmental interaction, while in Bronfenbrenner and Ceci’s (1993) view (Gauvain and Cole 
2001) hereditability varied according to the quality of the environment. The implication of this 
was, as they saw it, that many human beings may have genetic potential for development much 
higher than they currently manifest. This could be realised through social policies and 
programmes to enhance exposure to more favourable environmental settings. On the other 
hand, Freud’s (1917) view (Santrock 2004) was that children could be shaped into whatever 
society wanted by changing their environment. This differs from Bronfenbrenner and Ceci’s 
(1993) view (Gauvain and Cole 2001). They appear to be saying that the individual remains in 
control whilst taking advantage of improvement in environmental factors that they are exposed 
to, while Freud implies that society controls the direction of development of the individual who 
has no say in the matter.  
 
In relating the ideas of the psychologists discussed to this study, all acknowledge the 
progressive nature of development and its complexity and emphasise the importance of the 
environment. Santrock (2004) and Hoghughi and Speight (1998) emphasise the important part 
that parents play in the upbringing of their children in enabling them  to achieve their potential. 
 
 
The nurture aspect of social history was a further influence on child development. The 19th 
century was the time when childhood was said to have been invented, occupying the years 
between infancy and adulthood (Burton 2001). As Burton stated, adulthood was often regarded 
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as starting at puberty, but social and physiological factors may be just as important as biological 
ones. This meant the exact age at which adulthood began was not clear-cut. Although 
childhood was defined as being a separate entity in the 19th century, children were dressed as 
miniature adults, leading to the misconception that they were treated as such (Burton 2001). 
Yet, as he argued, an infant or young child could not be treated as an adult due to physical 
immaturity and lack of cognitive development. 
 
Children in upper and middle class families, as previously described, were reared and educated 
largely by servants in the form of nursery maids, governesses and tutors. Discipline was strict 
and the idea of learning by experience as advocated by Rousseau was not seen as appropriate 
in the developmental process. Children’s lives in many ways were inhibited due to strict 
discipline that potentially inhibited their development in the social sense (Ford and Harrison 
1983). Life for children in poorer class families was no less inhibiting. Older children had to care 
for younger siblings and those who did not have this role were employed, for example in 
factories (Ford and Harrison 1983). Victorian children of poorer classes were not fully developed 
in mind or body, yet were expected to enter the adult world of work.  
 
It appears the 19th century parent did not acknowledge the importance of the social aspect of a 
child’s development, even those in the educated upper classes. The reason may have been due 
to non-acceptance of the work of doctors, philosophers and psychologists of the time or 
historically and the lateness of the recognition of childhood as a separate entity as to its 
relevance in the overall development of children.    
 
By contrast, today’s children of all social classes have the benefit of being seen as children from 
infancy to adulthood. Government has recognised the importance of teaching parents how to 
parent their children to give them the best possible start in life and the opportunity to achieve 
their potential developmentally (DFEE 1999). In theory today all children should have an equal 
opportunity to achieve, but in practice this is not the case. Many parents care for their children 
as ‘good enough parents’ but others who need help either do not recognise their need, or 
dismiss it as being unimportant (Corby 1994). Social problems facing families today, although 
different from those in the Victorian era, do exist. They include, as Hoghughi and Speight (1998) 
acknowledge, substance misuse, mental health problems and significant behaviour problems in 
both children and adults. Until these problems are overcome, it may be a long time before their 
view of ‘good enough parenting’ for all children becomes a reality. 
 
As discussed, there are differences of thought in each perspective, but there are commonalities between scientific, philosophical, 
paediatric and psychological perspectives. All acknowledge the progressive nature of child development from immaturity to 
maturity in the physical, social and cognitive sense, and the inter-dependence of the different aspects of development. Lorenz (1935) 
does not describe the imprinting phenomenon as being progressive in nature, but rather as something that happens initially in the 
very young. He does, however, acknowledge the progressive nature of development. It is only by considering each as a part of the 
whole that it is possible to gain an understanding of child development in its entirety. Caution has to be exercised, viewing 
Augustine and Rousseau’s contribution as historic in nature. While Augustine made an important contribution to western 
 30
philosophy, Rousseau wrote at a time when the old feudal system was dying and the era of modern history had not yet been born. 
From the psychological perspective, the view expressed by the majority is that parents do have a choice in the upbringing of their 
children rather than society manipulating their development as Freud indicates.  
 
The parameters and meaning of development were explored and considered in the social 
context of children in the Victorian era and today. Childhood, including the modern concept, is 
discussed in chapter three (section 3.3) as well as the significant differences in society’s 
perception of childhood. Implications for measuring young children’s developmental progress in 
this study are the importance given to development and its progressive nature in the physical, 
social and cognitive sense in becoming mature, stable adults (Turner 1998). It confirms the use 
of The Schedule of Growing Skills ll, as described in chapter four (section 4.10), for this 
purpose. Further implications are the importance of the environment and the role of the parent 
in aiding development.  
 
A further consideration is how parents themselves understand child development. If as growth 
in terms of physical development alone, and not development in the social and cognitive sense, 
it has implications for the parenting they afford their child. For this reason, respondent parents in 
this study were asked what their understanding of child development was in the questionnaire 
for parents prior to the introduction of SOGS l into routine health visiting practice (in stage 5b of 
the first action research cycle, chapter four section 4.12). Answers given indicated they were 
broadly aware of the full meaning of child development, but this understanding cannot be 
generalised to include all parents due to the small numbers of respondents at this stage. It 
does, however, have implications for parents being taught parenting skills. They need to have 
that understanding in order to be both knowledgeable and effective doers in parenting their 
child. 
 
 
 
1.8 Resilience. 
 
A further phenomenon considered was resilience to seek to clarify if it was a composite of 
development, genetic inheritance and environmental factors, or genetic inheritance alone. 
Gilligan’s (2000) definition of resilience was as a set of qualities helping a person to withstand 
many of the negative effects of adversity. When considering resilience in relation to children as 
a construct, Gilligan (2000) stated a resilient child did better than he or she would be expected 
to do when what has happened to them was borne in mind. Resilient children shared important 
characteristics. These were good social skills, an easy temperament promoting good 
relationships with family and community members, strong feelings of self–esteem and personal 
control and they were high achievers (Garmezy 1983, Werner and Smith 1982 and The Ohio 
State University Bulletin 875, 2005).  
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 Sarafino (1994) felt that the reason why some children were like this and others were not might 
be partly due to their genetic makeup, and partly to their experiences. Those experiencing 
stressful events in their lives often had compensatory experiences, for example, special talents 
or interests that absorbed them or gave them confidence and close relationships with friends 
and teachers.  
 
If resilience is not solely genetic in nature, the question has to be asked, can it be developed 
and, if so, what is it that can either facilitate its development or operate against it? While ‘good 
enough parenting’ was seen as necessary to enable a child to make satisfactory progress 
(Hoghughi and Speight 1998) it would appear that its apparent absence in the parent-child 
relationship does not always have an adverse effect on the child’s progress. The resilience 
factor in the child appeared to protect them from the effect of inadequate parenting, yet other 
factors appeared to co-exist with it both in the child and the environment (Sarafino 1994). This 
does not entirely explain the phenomenon, nor does it explain why a child who is apparently 
receiving ‘good enough parenting’ and has no known medical or developmental problems, does 
not make satisfactory progress when the normal expectation is that they should do so. It could 
be argued that the missing factor is resilience in the child or an insufficient amount of it, hence 
lending argument to identifying the nature of resilience in the child and encouraging its growth.  
 
1.9 Consideration of self-efficacy and self-esteem in relation to parenting and child 
development.  
 
Having considered parenting and child development, the relationship between the two was 
explored,  how  the  effect of  parenting  could  be a good  enough  experience  for  the  child  to  
 
achieve optimal development in all areas and what the parent was required to do facilitate this 
process. 
 
The concept of self-efficacy, derived from the social learning theory (Bandura 1977), stated that 
people’s perceptions of their capabilities affected their level of motivation and how they 
behaved. According to Bandura (1977), a person’s perceived self-efficacy determined the 
amount of effort they would exert when faced with obstacles and how they responded 
emotionally. An individual’s perceptions of what they are able to do is not reliant on the number 
of skills they have, but what they believe they can do under a variety of circumstances. There is 
a marked difference between possessing skills (competencies) and transferring them into action 
(performance), which is why people fail to perform optimally, although they possess the skills to 
do so (While 1994). According to While (1994) the construct of competence is concerned with 
what a person knows and can do, while that of performance is what a person does in a real life 
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situation. It was particularly important to evaluate performance following teaching of parenting 
skills (competencies) in the current project.  
 
Self-efficacy is defined as a cognitive mechanism, based on expectations or beliefs about one’s 
ability to perform actions necessary to produce an effect (APA Thesaurus of Psychological 
Index Terms 1994). Although it is described as a concept arguably the term construct is more 
accurate as it is constructed of two things, that is belief in one’s own abilities and one’s own 
actual abilities. This is a conscious construction for the purpose of seeking to portray how the 
cognitive mechanism in the mind is organised in relation to these two things. 
 
A good relationship between parents and their children is an important factor in all aspects of 
child developmental progress, namely the physical, social and emotional sense (Illingworth 
1987, Bellman and Cash 1987, Bellman, Lingam and Aukett 1996). If a parent is confident in 
his/her abilities it is likely to affect their ability to cope with the child’s needs favourably; the 
converse is also true. It has been identified as an important variable affecting parenting 
outcomes (Hastings and Brown 2002). This supported the aim of the study to measure 
parenting skills as a means to an end in enabling the parent to meet their child’s needs. 
Coleman et al.’s (2002) study examining the effects of the mother’s self-efficacy on toddler 
competency using the mental scale of the Bayley Scales of Infant Development gave further 
support.  
 
Initial scrutiny of the study by Coleman et al., (2002), indicates some similarities between it and 
the current study. It measured parental self-efficacy and developmental status in the young child 
to ascertain if there was an association between them. It was an exploratory study the primary 
objective  being  ‘to examine  parenting  self-efficacy as a  potential  mediator of  the  effects  of  
competence promoting and inhibiting parenting behaviour on toddlers’ scores on the Mental 
Scale of the Bayley’. Information concerning the cognitive (mental) Bayley scale lll (2006) is 
given in appendix 1 - 1.9 the purpose being to give an understanding of it. It appears that 
Coleman et al., (2002), used version ll, but it was not possible to obtain this, so available 
information about the latest one is given. The literature did acknowledge that the scales were 
devised for use with children in the United States rather than in Britain, with possible 
implications for its use on British children due to social and cultural differences 
(http://harcourtassessment.com/NR/td). 
 
Participants in the study by Coleman et al., (2002), were mothers (n=68) with toddlers aged 19-
25 months (33 males and 35 females). Two groups were identified, one from a small rural town 
and the second from a small college town within 30 miles of the research centre. The problem 
was that diversity was not achieved, as the population in both areas was predominantly white 
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middle class. The majority were married, employed and had previous experience of parenting 
having other children and at least some experience of caring for other children.  
 
Initial contact was by letter followed by telephone contact. Consent for inclusion in the study 
was obtained.  5 instruments were used to obtain data - a demographic questionnaire, a tool 
concerning parent perceptions of their child’s behaviour, Infant Characteristics Questionnaire 
(ICQ Bates et al., 1979) and Parenting Self-Efficacy for Parenting Tasks Index – Toddler Scale 
previously developed by Coleman for use with parents and toddlers. At the appointment the 
child was tested using the Bayley (BSID-11) and the parent using Parent Behavior, a 
behavioural scheme developed by the researchers for use in the study.   
 
Preliminary results of the demographic questionnaire indicated there were no significant 
differences between the two groups in the variables considered. Difficult temperament scores 
were significantly related to self-efficacy beliefs (r (66)= - 0.37, p < 0.05). Results showed there 
was an association between parenting self-efficacy beliefs and toddler scores on the Bayley  
(r (66) = 0.24, p < 0.05).   
 
Although the number of participants in the study was small, results do indicate a connection 
between parental self-efficacy and children’s developmental progress, Use of triangulation may 
have strengthened the validity of results as Jick (1979) states this is the strength of the method. 
However, the failure to reflect the diversity of the population in the study areas may have had an 
adverse result on the study findings.  Coleman et al., (2002), argued that they chose the narrow 
age group 19-25 months because effective parenting in this age group changes dramatically 
forcing the parent to develop new skills and the salience of self-efficacy beliefs is a predictor of 
overt parental response under stressful conditions. However, in practice parents with children in  
this age group do not necessarily develop new skills of their own volition. Government 
acknowledges this in initiating Sure Start (DFEE 1999). Some do seek advice from 
professionals as well as friends and family members, but there are others who either fail to 
recognise the need to change or choose not to do so. 
 
The time taken for testing in an artificial environment could have influenced parent and toddler 
responses to testing either favourably or unfavourably and have deterred some from 
participating in the study. The choice of a strange environment in this study conflicts with 
Bronfenbrenner’s (1977) view (Gauvain and Cole 2001). He challenged this approach, 
advocating real life settings when studying human behaviour. The effect of the environment 
variable was not tested by inclusion of a comparison group undergoing testing in a familiar 
environment. Coleman et al., (2002) included data concerning the impact of parent and toddler 
behaviour on the parent-child relationship, parent self-efficacy and child development. This was 
more comprehensive than this project. The study cost was not mentioned but would have been 
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comparatively high compared with this project. The time taken, an hour for assessment plus 
time at home completing questionnaires prior to the appointment and travel time and expense 
could have been a drawback to potential participants. Within the Health Service economy today 
cost is an important factor. A test that is quick and simple to administer yet obtains the required 
information is more likely to be acceptable in the current economy. It can be argued that further 
in-depth time consuming tests should only be administered in cases where problems are 
indicated in initial short tests.  
 
The relevance of considering the work of Coleman et al., (2002), in relation to this study, is that 
results do lend support to the relationship between parental self-efficacy and children’s 
developmental progress within the 19-25 months age group. It does not give support for 
consideration in the whole age group 0-5 years, the age group of this study in a diverse 
population in Britain.  
 
The self-efficacy concept has received much support from research, showing its significant 
effect on health behaviour (Padgett 1991). Bandura (1977) referred to it not only as people’s 
beliefs in their own ability to perform a behaviour but also to modelling. He described the latter 
as an important element in bringing about change in a person’s perceived self-efficacy. If one 
person is perceived as achieving mastery over a situation, the observer’s belief could be 
enhanced so that he or she was also successful in a similar situation. O’Leary (1985) also 
supported change in self-efficacy in her review of studies applying self-efficacy to a number of 
different forms of health behaviour. These included smoking cessation relapse and adherence 
to preventive health programmes. Indications were that strong self-efficacy expectations were 
developed through  repeated successes,  and  the impact of occasional  failure was likely  to be  
much less. When this concept is related to its effect on the child and his development where a 
mother believes she is confident in her abilities to help her child, the child picks up those 
feelings and is likely to do better than one whose mother has a low self-efficacy level. Woolfson 
(1991) supports this view.  
 
The concept of self-esteem was next considered. It has two key parts, a feeling of being loved 
and accepted by others, and a sense of mastery in carrying out tasks and solving problems 
independently (Gale Encyclopedia of Psychology 2001). Leary and Baumeister (2000) 
expressed further ideas about this concept. They saw it as an internal psychological monitor of 
something important to people, namely self-belongingness rather than playing a direct causal 
role of thought, emotion and behaviour. Zimmerman (2000) stated that the self-esteem switch 
was a component of our brains originally evolved to assist animals in survival. This has been 
passed on to humans and generated the root emotions associated with self-efficacy. It implies 
that self-efficacy, which is a cognitive mechanism, is of a higher order than self-esteem. 
Zimmerman gave no explanation as to how the process has taken place, but the possible 
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implication was through evolution. This mechanism links to Darwin’s (1878) concept of the 
development of emotions in animals and humans (section 1.7). 
 
The development of self-esteem in children depends upon them feeling able to do things well 
making them feel good about themselves (Seligman 1995). Parents’ attitudes and behaviour 
have a profound effect on the development of self-esteem in children in early childhood. They 
need to support and encourage their children in the mastery of tasks, which together with the 
child’s internalisation of their parent’s attitude to success or failure are the most important 
factors in the development of self-esteem in young children (Gale Encyclopedia of Psychology 
2001). However, if Zimmerman’s approach is taken, self-esteem is the precursor of self-efficacy, 
which he sees as of a higher order. The aim of teaching parenting to parents is for them to 
afford their child the opportunity for optimal development (DFEE 1999). Arguably it is not only 
about parents feeling good about themselves, but of more importance that they internalise the 
knowledge gained so that they act both knowledgeably and sensitively towards meeting their 
children’s needs. The views expressed by Padgett (1991), Bandura (1977), OLeary (1985), 
Woolfson (1991) and Zimmerman (2000), indicate that it is the self-efficacy approach that most 
closely reflects what is needed in working with parents to improve their parenting and supports 
its use in this study.  
 
1.10 Self-efficacy in parents. 
 
Work in partnership with parents, is routinely carried out by health visitors and other community 
workers in group  work and on a  one-to-one  basis with  the professional  providing  knowledge  
enabling and empowering clients (Billingham 1991). The purpose, as Billingham averred, was to 
enable parents to change their beliefs in their parenting abilities and to improve the quality of 
the relationship with their children, developmental progress and health outcome. This does, 
however, raise ethical issues, which is an important consideration (Nursing and Midwifery 
Council Code of Conduct 2002). Satre (1973) saw the individual having a meaning and purpose 
to their life, being free as to how to direct it and how they should behave. If this view is 
accepted, as Seedhouse (1988) asks, is it therefore right to seek to change a person’s beliefs? 
The partnership approach between parent and professional, including the modelling concept, 
could overcome this problem by the parent being enabled to perceive the desirability of change 
because of the benefits it would bring to child and parent. In the child, this enables him/her to 
have the opportunity to achieve his/her potential and, in the parent, raising the level of self-
efficacy and ability to cope with their child’s needs.  
 
Billingham’s (1991) view is supported by Bandura (1997) when commenting on a programme 
for building self-efficacy in the parent teaching coping abilities through vignettes and discussion 
on understanding and managing child behaviour. The study involved 46 parents of toddlers 
 36
aged two years in the parent behavioural training with follow-up after 1 year (Gross, Fogg and 
Tucker 1995). Results indicated a significant increase in maternal self-efficacy, different from 
results with mothers in a non-treatment group. The authors claimed the results were consistent 
with the self-efficacy theory and supported parenting self-efficacy as a target in behaviour 
training in families of young children. Results indicated a minimal effect in fathers who had not 
undergone the training. In reality the study results support a relationship between using parent 
behavioural training to improve parental self-efficacy in mothers of 2-year-old children only. 
Results show no actual link to mothers with either younger or older children, and this should 
have been acknowledged as a limitation of the study. Bandura (1997) however, supported the 
study findings, namely the support for self-efficacy building when training parents of all young 
children. He felt the same approach could be equally successful with low-income families as 
indicated in the review of Head Start Programmes in the United States-(Head Start 2006). This 
is similar to Sure Start in Britain. Bandura’s (1997) view gives further support for using the self-
efficacy construct in developing the Parenting Skills Scale for use in this study (chapter six 
section 6.2). It does also indicate the need for further research relating to parents and children 
in the whole 0-5 year age range as to the effect on improved parental self-efficacy through 
training and its practical application on the child, which Bandura (1997) fails to acknowledge. 
 
 
 
 
 
 
1.11 Self-efficacy and self-esteem in young children. 
 
Children’s cognitive abilities are limited in the pre-school years and it is only as they grow and 
develop that these emerge. Although there are similarities between the second part of the 
definition of self-esteem and self-efficacy, there are significant differences between the two. 
Self-esteem, as discussed in section 1.9, is a feeling of being loved and accepted or a sense of 
mastery. Self-esteem implies a more superficial sense than belief (self-efficacy) that includes 
elements of responsibility and moral conviction and involves cognition, the ability to think and to 
reason. In Piaget’s (1896-1980) view (Marks 1994), cognitive development consisted of four 
main stages, only two of which involved the pre-schooler. The unfolding of thinking in Piaget’s 
view-(Marks 1994) started with the simple sensory and motor activities in the baby that were 
gradually superseded by the internal representations of actions carried out by the child. It was 
then through the acquisition of language that the individual achieved the highest form of logical 
thinking, initially through the presence of objective evidence and finally by mental reasoning. 
Although Piaget based his belief about cognitive development on observations of his own and 
other children, it does have some similarities with the work of Augustine and Darwin, previously 
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discussed in section 1.7. Both acknowledged the importance of language acquisition in the 
development of thinking, although they do not take this to the level that Piaget does. Similarly, 
Piaget acknowledges the progressive nature of cognitive development, as part of the child’s 
development, in common with the views of paediatricians, philosophers and psychologists 
discussed in section 1.7. Piaget also draws attention to cognitive development following the 
same path, but that each child progresses at his or her own rate. This leaves unanswered the 
question as to whether he believed all children pass through all the stages of cognitive 
development. This is an area that paediatricians have striven to deal with as part of the whole 
developmental process, in seeking to define ‘normal’ and ‘abnormal’ development, or the 
average level of development for a child at a particular age.  
 
The efficacy promoting influence between parent and child is a two-way process (Bandura 
1997) with the parent enabling the growth towards self-efficacy in the young child by the way 
they relate and interact with them. According to Bandura (1997) this is aided by the growth of 
cognition and the acquisition of language by the child. In the pre-school years, it can be said 
that parents can lay the foundations for the growth of self-efficacy. This is dependent on the 
development of cognition. Self-efficacy is not fully developed in the normal child until the age of 
sixteen years on completion of the formal operational stage according to Piaget (Child 1977).  
 
By building self-efficacy in the parent/carer, ‘good enough parenting’ practices can be learned 
and achieved, and where help is needed it can be provided by using the partnership approach 
between professional and carer without  compromising the rights of  the individual to freedom of  
thought and choice (Coleman et al., 2002, Hoghughi and Speight 1998, Billingham 1991, 
Seedhouse 1988). This includes understanding of the different aspects of child development 
with appropriate interventions at the right time within the limitations of the parent/carer’s 
capabilities. Assessment of parent and child as in the current study can indicate if this is indeed 
occurring.  
 
1.12 The conceptual framework. 
 
Throughout this study the focus is on the nature of the relationship between parenting and 
young children’s developmental progress, what it is within that relationship that enables or 
disables progress and the nature of resilience in the child. The latter has been previously 
discussed in this chapter. 
 
The relationship between child development and parenting is conceptualised as a 
developmental model that relates the child and parent’s parenting, and the family and 
environment in the context in which child development takes place; (see figure 1.2). This is an 
experiential process for both child and parent. The parent utilises acquired parenting skills aided 
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by factors in self, child, the family and environment that promote child development. Conversely, 
the parent blocks the effect of potentially inhibiting factors in child development in the same 
sources. As the child develops towards maturity, parental control decreases, allowing furthering 
of the experiential process for the child.   
 
The construct of blocking factors has been used in this project as means of understanding the 
deliberate act that the parent knowingly makes to protect the child from harmful or potentially 
harmful influences either in the child, parent or the family and environment. The need for its use 
is identified through the parent assessing the child’s needs and being aware of 
harmful/potentially harmful factors both internal and external to the parent-child relationship.  
This construct could in itself be harmful if it was used indiscriminately. The parent has to 
determine at what stage to allow the child to experience and deal with harmful or potentially 
harmful factors allowing the child to progress towards maturity and independence. The 
assessment of the child’s needs and understanding of their developing capabilities can aid the 
parent in this process.  
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 Child growing towards adulthood              Child growing towards adulthood   
and maturity receiving                               at risk of immaturity due to receiving  
‘good enough’ parenting within                  inadequate parenting within the      
the parent/child relationship.                      parent/child relationship.        
 
Figure 1.2 Conceptual framework linking child development and parenting, and family 
and environment. 
 
 
 
Key to abbreviations  
C = Child, P=Parent, F&E=Family and environment                                                                                  
B = factors that may adversely affect parenting. 
A = factors that influence parenting positively. 
1 = parent blocking factors in the child that may adversely affect parenting. 
2 = parent blocking factors in the family and environment that may adversely affect parenting.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Good enough parenting = ‘Good enough parenting’ is the input from the parent of the three 
components of the construct in amounts appropriate to meet the child’s 
needs at any particular stage in the child’s development. The components 
are love, care and commitment, control/consistent limit setting, and 
facilitation of development (Hoghughi and Speight 1998). It does not 
imply perfection. A number of authors (Tarrka 2002, Hoghughi and 
Speight 1998, Mercer 1986, Rubin 1984 and Winnicott 1965) have 
agreed that ‘good enough parenting’, rather than perfect parenting, is 
sufficient to enable a child to achieve satisfactorily developmentally. This 
is considered in chapter two sections 2.3 and 2.4 . 
 
In practice this means in addition to delivering ‘good enough parenting, 
influencing child development positively, the parent  blocks factors in the 
child, themselves, and the family and environment that can adversely 
affect child development. The child is only being exposed to factors that 
can positively influence child development. 
Inadequate parenting = ‘Inadequate parenting’ is lack of one or more of the components of ‘good 
enough parenting’ leading to developmental disturbance in the child 
(Hoghughi and Speight 1998, Farrington 1996). It is discussed in chapter 
two, section 2.5. 
 
In practice as indicated in figure 1.2 it means the parent is blocking 
factors in the child, the parent and family and environment that can 
positively influence child development, but not factors that can adversely 
affect child development, or allowing the child to be exposed to factors in 
each area that can both positively and negatively affect child 
development. The child is either being exposed only to factors that can 
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negatively influence child development or to influences that can influence 
child development both positively and negatively. The child is unable to 
distinguish between positive and negative influences due to immaturity in 
their cognitive development. 
Table 1.1 Explanation of ‘Good enough Parenting’ and ‘Inadequate Parenting’ relating to 
figure 1.2. 
 
 
The purpose of figure 1.2 
 
The purpose is to provide a framework linking the concepts of parenting and child development. 
Within that framework an indication of how positive factors in the parent to achieve ‘good 
enough parenting’ is given. It can be used to protect the child from harmful or potentially harmful 
influences, both external and internal to the parent-child relationship, whilst nurturing the child’s 
developmental progress towards maturity within that two-way ongoing relationship. 
 
Explanation of figure 1.2   
 
The three areas in the figure are the child, the parent, and family and environment. In the 
parent, internal factors that can affect parenting and the parent-child relationship both positively 
(PA) and negatively (PB) are indicated. Positive (F&E A), and negative (F&E B) external factors 
emanating from family and environment are indicated that can affect parenting and child 
development. Positive (CA) and negative (CB) factors in the child are also identified. The figure 
indicates that the parent through recognition of the positive and negative factors on parenting 
can allow the positive influences to filter through to the child while at the same time blocking the 
negative  ones  both  from  self, the  family  and  environment  and  from  the child.  The  figure  
indicates an ongoing two-way relationship between parent and child, with the parent constantly 
assessing the child’s needs delivering what is required to meet those needs. In the early years 
this can be thought of as a series of parabolic curves close together, but becoming further apart 
as the child grows towards maturity, parental assessment indicating less support needed from 
the parent and the child becoming increasingly independent. 1 indicates the parent blocking 
factors in the child that may adversely affect parenting and 2 indicates the parent blocking 
factors in the family and environment that may adversely affect parenting. As the child grows, 
figure 1.2 indicates that the parent allows both positive and negative factors to filter through to 
the child with the child being increasingly able to distinguish between these and to follow 
positive parental influence whilst rejecting the negative influence. The concepts in the 
conceptual framework are discussed in the literature as indicated in figure 1.2.  
 
Parenting to protect the young child from adverse factors in the parent, child or family and 
environment is particularly important in young children who have not progressed sufficiently 
developmentally to do this for themselves. The parent needs to recognise that as the child 
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progresses towards independence as an adult, they require less parental protection and should 
be allowed more freedom to make decisions for themselves regarding their personal lives. 
 
An indication of how the aims of the project are represented in the conceptual framework figure 
1.2 is given as follows, together with the link with the research questions.  
 
1 To explore through the literature the nature of parenting, child development   and self-
efficacy, and the relationship between good enough parenting  and safeguarding 
children. 
1a The figure shows the ongoing relationship between parent and child. The representation  shows 
the parent believing that ‘good enough parenting’ is essential to care for the child  appropriately 
and to safeguard the child from harm including abuse. 
Q1 Is there a relationship between parenting skills and young children’s developmental  
progress? 
Q1a Exploration through the literature was required to affirm or refute the relationship between  
parenting and child development in particular linking the research question and aim. 
  
2 To pilot the use of a developmental screening tool (previously identified as being the 
most appropriate to use with 0-5 year old children in the Trust), and following evaluation 
to introduce the tool into routine health visiting practice. 
2a The figure intimates that the child is progressing developmentally but acknowledges that 
adverse factors may block progress. There is a need therefore to establish whether or not the 
child is progressing developmentally. It is in the child’s best interests to maintain developmental 
progress throughout childhood and for others to identify and to introduce appropriate help to 
enable the child to progress to maturity.    
Q3 Does the practical application of improved parenting skills improve the developmental  
progress of young children 
Q3a A tool to measure both parenting skills in the parent and developmental progress in the child 
were required to support  the compilation of the third research question. This linked to aims 2 
and 3 regarding the required tools, and to aim 4 in their use to seek to answer the research 
question. This in turn provided a link between the question and aim 6 detailed below in   
determining the  current and prospective value of evaluating parenting skills in terms of the  
outcome for the  child and society as a whole:   
 
 
  
3 To develop a tool to use with parents to measure their self-beliefs concerning their 
parenting  abilities. 
3a The figure indicates that the parent may or may not be doing the right things concerning 
parenting. It could be that they may be unaware that their parenting skills are not ‘good enough’ 
or believe this is the case and may wish to change, lack the motivation to do so or not want to 
do so. A tool to measure parenting skills is therefore needed to measure parents’ self-beliefs 
concerning their parenting abilities. 
Q2 Does teaching parenting skills to parents of young children improve parenting skills? 
Q2a The development and use of a tool to measure parenting skills was required to answer the 
research question thus linking question 2 and aim 3. 
  
4 To explore  the relationship between parenting skills and young children’s  development 
through the use of two tools, the Parenting Skills Scale, the tool  being developed to use 
with parents, and The Schedule of  Growing Skills ll with young children.   
4a  The figure indicates an ongoing relationship between parent and child influencing the child’s 
developmental progress. It is necessary to find out if improved parenting is responsible for 
improved developmental progress in the child through the use of the Parenting Skills Efficacy 
Scale in the parent and the Schedule of Growing Skills ll in the child. 
Q3 Does the practical application of improved parenting skills improve the developmental  
progress of young children 
Q3a Explanation under aim 2 is the same as that for the link between this aim and question 3. 
  
5 To determine what it is in the parent-child relationship that is essential to the building of 
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resilience in all young children 
5a The figure indicates that there are factors within the parent and external factors impacting on the 
parent’s parenting abilities from the family and environment and from the child that could enable 
or impede developmental progress in the child. The parent could prevent these factors reaching 
the young child. However, with the reduction of   parental oversight as the child grows towards 
maturity the child would need to be able to withstand apparent adverse situations in life without 
parental support. This factor or factors needs to be identified and its growth encouraged. The 
purpose is to enable the child to withstand adversity and to continue to grow towards maturity 
and independence and to function effectively as an adult in the future. 
Q4 What is it in impact of inadequate parenting skills on the child that enables one child to 
cope while another does not? 
Q4a Both the research question and aim accord in seeking to understand what it is within the  
parent-child relationship that is essential to the growth of resilience in the young child.   
  
6 To demonstrate the value of evaluating parenting skills in terms of the outcome for the 
child in relation to the individual child and the prospective   effect on society as a whole. 
6a  Both positive and adverse effects on the parent-child relationship are acknowledged in the  
figure. These are both internal and external to the relationship. It acknowledges that ‘good 
enough’ parenting skills are needed to enable developmental progress in the child. This links to 
aim 6 as reasons for evaluating parenting skills in terms of the outcome for the child are required 
to seek to give them the best possible start in life (Laurent 1999) and prospectively as stable, 
useful members of society (Turner 1998). 
Q3 Does the practical application of improved parenting skills improve the developmental  
progress of young children 
Q3a Explanation under aim 2 is the same as that for the link between this aim, aim 4 and question 3. 
Table 1.2 Showing the link between the project aims and the conceptual framework, and 
the aims and research questions. 
 
Key to table 1.2 
1-6            = the aims of the study. 
1a – 6a     = explanation of the link between each aim to the conceptual framework. 
Q1 –Q4     = the research questions. 
Q1a –Q4a = the link between each research question and each aim. 
 
 
 
 
 
The purpose of table 1.2. 
 
The purpose of the table is to provide a visual indication of the link between each of the study 
aims and the conceptual framework, and the research questions. Some research questions link 
to more than one aim as indicated in the table. In each case an explanation is given of the link  
between the study aim and the conceptual framework, and the study aim and research 
question. An example of the link is 1 (study aim) and 1a (explanation of the link with the 
conceptual framework, Q 1 (research question 1) and Q1a (explanation of the link between the 
study aim and research question 1). 
 
1.13 Summary of this chapter.    
 
A conceptual framework has been used to draw together parenting and child development and 
how factors in the parent to achieve ‘good enough parenting’ can be used to protect the child 
from harmful or potentially harmful influences in the environment. An explanation of how the 
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conceptual framework links with the aims of the project helps to bring the two together. It 
reinforces the relevance of the project aims in relation to the conceptual framework and 
provides a visual understanding of their place within it.  
 
In referring to the four questions raised by the research problem at the commencement of this 
chapter, literature explored indicates that there is a relationship between parenting skills and 
young children’s developmental progress. If no link had been found, it would have been 
pointless in proceeding with the study in developing a scale to measure parenting skills, and 
evaluating its practical application, in conjunction with the Schedule of Growing Skills ll, a tool to 
measure the young child’s developmental progress. The literature indicates that teaching 
parenting skills to parents of young children can improve their parenting skills. It provides some 
evidence that their practical application can improve young children’s developmental progress, 
but does not identify a tool or a process to measure the outcome of the practical application of 
improved parenting skills on the child that can be used for this purpose in the whole age group, 
0-5 years. It does not identify specifically what it is in the parent-child relationship that enables a 
child to develop resilience to apparent adverse factors in life.   
 
A further gap in the literature is there is no means of recognising and measuring a shortfall in 
‘good enough parenting’ although Winnicott (1965) does acknowledge the necessity of its 
continuing delivery. This justifies the study aims 2 and 3 to measure the child’s development 
and the parent’s beliefs concerning their parenting abilities. The nature of ‘good enough 
parenting’ and its impact on child development is explored further in the next chapter.  
 
 
 
 
 
CHAPTER TWO 
 
LITERATURE REVIEW: PARENTING AS A NATIONAL CONCERN. 
 
This chapter initially considers the literature on parenting as a national concern, then parenting 
by parents themselves, the nature of parenting skills, ‘good enough parenting’ and ‘inadequate 
parenting’ and their possible consequences on child development. Finally, it considers other 
factors that can affect parenting.  
 
2.1 Parenting as a national concern. 
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Parenting is probably one of the most important public health issues facing society in this 
country today. Good parenting is important in building a decent, stable society (Turner 1998) by 
making a difference in children’s lives. Government’s acceptance of this is reflected in initiatives 
such as Sure Start, a national initiative placing particular emphasis on teaching parenting skills 
in order to enhance all aspects of children’s lives (Supporting Families 1998 and Saving Lives: 
Our Healthier Nation DOH 1999). Inadequate parenting has been linked to problems including 
childhood illness and accidents, teenage pregnancy, substance misuse, juvenile crime, mental 
illness, truancy and school underachievement (Hoghughi and Speight 1998). Government’s 
influence on parenting, both historic and current, is discussed in chapter three (section 3.1) 
together with the possible reasons why Government took this approach, being either altruistic, a 
way of dealing with a perceived public nuisance or for financial reasons. 
 
There is no one universal pattern of parenting across all societies and cultures (Azar 2002). It is 
dependent on the cultural, physical and social environment in which they live. Azar (2002) 
stated that the parenting role and practice is socially constructed requiring parenting that 
produces good outcomes - enabling children to become independent adults within the society in 
which they live. There is evidence that knowledge of child development does affect the way in 
which parents interact with their children, impacting on all areas of child development 
(Wacharasin, Barnard and Spieker 2003), and can affect parenting in all cultures. This is the 
reason for asking respondent parents in the current project their understanding of child 
development. This subject was discussed in chapter one (section 1.7). Respondent parents in 
the first action research cycle were asked their understanding of child development prior to the 
introduction of The Schedule of Growing Skills l (SOGS l) into routine health visiting practice 
(chapter four section 4.12). They needed to have that understanding to be both knowledgeable 
and effective doers in parenting their children (Wacharasin, Barnard and Spieker 2003). 
 
 
2.2 Parenting skills. 
 
 Nellie Bly, an American reporter, when referring to the nature of skill and success said; ‘energy 
rightly applied and directed will accomplish anything’ (Kroeger, 1994, 85). When relating this to 
parenting, it does require rightly directed energy in applying parenting skills on the part of the 
parent to afford the child the opportunity of achieving their potential.  
 
Although the term parenting skills is used in this project, some of the literature drawn on uses 
the terms parenting abilities or parenting competence. All three terms do not have the same 
meaning but are related. Ability means being able to perform a task (Waite 2001) so parenting 
ability is being able to perform the task of parenting. Competence according to While (1994) is 
concerned with what a person knows and can do and when used in relation to parenting, it 
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means what the parent knows about parenting and is able to do. Competence includes the 
concept of a measurable standard (Benner 1984). Skills usually learned means the capability to 
perform (Waite 2001), so parenting skills means the ability to perform learned actions that 
achieve the desired outcome.  
 
In considering the most appropriate term of those discussed to use in this project, the ability to 
perform knowledgably should be included, through learning, and actual performance of 
measurable actions. Ability does not include the concept of being knowledgeable, acquiring 
knowledge or actually performing, while competence although combining knowing, being able to do 
and a measurable standard, does not include learning to do or actual performance. Skills, however, 
combines both the meaning of ability and competence and includes actual performance, while 
implying measurability to the outcome that is sought in this project. The term parenting skills 
therefore is considered the most appropriate term to use in the current project. The purpose is to 
achieve the desired outcome of enabling the child to make satisfactory progress developmentally 
and to have the opportunity to achieve potential.  
 
Measuring of outcome is a particular issue in this study. Parenting outcome was measured 
through the application of the Parenting Skills Scale (PSS) developed for this study, while 
evaluation of the outcome in the child of the practical application of parenting skills was 
achieved through the use of The Schedule of Growing Skills ll screening tool (SOGS ll). 
Evaluation of outcome measures is considered more fully in chapter four (section 4.5).  
 
Lack of evaluation outcome was identified when Sure Start was first introduced as a means of 
improving the outcome for young children by teaching parenting skills to parents (Laurent 1999). 
Without a means of measuring, it is difficult to determine if a particular approach is successful or 
not. In the case of  Sure Start, a Government commissioned evaluation  indicated that the  least  
well off children in society whom it was intended should benefit the most. had benefited the 
least from it (Community Practitioner 2005). The issue of evaluation links with the aims of the 
study, numbers 2, 3 and 6 (chapter one table 1.2). 
 
2.3 The nature of ‘good enough parenting’. 
 
Rubin (1984) saw maternal competence as largely cognitive in nature: but the process was also 
a social one influenced by family and environmental factors, the mother’s and child’s traits and 
characteristics. A further component was the mother’s empathy and commitment to the child. 
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Mercer (1986) saw this as a developmental process, taking place over a period of time in which 
the mother acquired competence in her role and became attached to her child. Tarkka’s (2002) 
research found that important factors in maternal competence in first time mothers included her 
own resources, how easy she found it to care for her child and social support. Although 
confined to studying first time mothers, Tarkka’s (2002) study is considered in more depth due 
to its relevance to the current study as it is concerned with factors contributing to maternal 
competence.  
 
Although Tarkka’s (2002) study focuses mainly on the mother, it does consider the effect of the 
mother’s actions on the child’s development, taking into account environmental factors. This is 
similar to the portrayal in the conceptual framework, chapter one (figure 1.2), linking child 
development and parenting and environmental factors that could affect the relationship. The 
effect of the father on child development, however, is missing. A further drawback is that 
Tarkka’s (2002) study population consists of mothers in Finland while the population of this 
study consists of a diverse British population. This means that there could be possible cultural 
differences between the two study populations. This may or may not have been identified if 
Tarkka’s (2002) study had been replicated in this country. Tarkka (2002) also uses the term, 
competence, with its narrower meaning than skill, as used in this study, as discussed previously 
in this section.  
 
Tarkka’s (2002) study was the third part of a longitudinal project following the growth into 
motherhood of first time mothers for 8 months postpartum. The aim was to ascertain factors that 
contributed to the maternal competence of first time mothers when the child was 8 months old. 
Instruments used were self-report questions based on the mother’s perceptions of her own 
abilities. Background variables identified were the age of the mother, marital status, education 
and socio-economic status. Information relating to these was requested from each mother. 
Participants were all first time mothers (n=326) who had had a single embryo pregnancy. Ethical 
approval was from a city  hospital in  Finland. The  first survey  questionnaire was  distributed to  
 
participant mothers immediately after birth, the second at 3 months and the third was sent by 
post at 8 months to all those who had completed and returned the second questionnaire.  
 
The 7 instruments used to measure different aspects of the mother’s competency and social 
support were pre-tested in a pilot study n=30 and adjustments made to instruments to ensure 
greater reliability and validity. Instruments were:  
 
a) The competence subscale of the Parenting Stress Index (Abidin 1983) used to assess the  
    mother’s sense of competence in her parenting role of caring for her child.   
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b) An instrument to measure self-concept was used developed by Saari and Majander (1985). 
 
c) Being a parent was measured using the Parenting Stress Index (Abidin 1983).   
 
d) Difficulty or ease of caring for a child was measured on a scale of 1-5 with 1 being very   
    difficult and 5  being very easy to care for.    
 
e) Coping with child-care was measured using an instrument developed by Karila (1991).   
    The mother was required to self assess on a scale of 1-5  1=’I cope very badly’ and 5= ‘I     
     cope very well’.     
 
f) The mother’s social network and the support she received it was measured using          
    Norbeck’s Social Support Questionnaire (Norbeck et al., 1981 and 1983).     
 
 g) The researcher developed an instrument  to ascertain the social support the mother    
     received from the public health nurse at the child welfare clinic. 
 
Analysis of variance and Spearman correlation coefficient were used in examining the relationship 
of the predictors to maternal competence and a multivariate method used was a stepwise regression 
analysis. Only the variables that were statistically significant and enhanced the degree of 
explanation were included in the final model. 
 
The mother’s age, marital status, education and socio-economic status had no statistically 
significant connection to maternal competence. The mean of the sum variables for maternal 
competence was 43.77 (sd 4.87, range 25-50). However, there was a strong positive correlation 
between the mother’s self-concept and maternal competence (r = 0.52, P = < 0.0001). Other results 
from analysis of data obtained from the instruments used in this part of the project follow in table 
2.1 (including background variables).  
 
Predictors Regression coefficient t P value Cumulative R 2 
State of mind 0.23 3.62 <0.0001 0.38 
Coping with child-care  0.21 3.30 0.001 0.51 
Demandingness 0.19 3.07 0.003 0.57 
Isolation 0.17 2.82 0.006 0.60 
Mother’s age -0.14 -2.84 0.005 0.62 
Health 0.14 2.20 0.03 0.64 
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Acceptability 0.12 2.09 0.04 0.65 
Breast feeding 0.10 1.97 0.05 0.65 
Aid from support network 0.10 1.86 0.07 0.66 
Table 2.1 Predictors of maternal competence when the child is 8 months old in stepwise 
regression analysis including background variables (R² = 0.66) (table taken from Tarkka 2002). 
 
Although the study states all mothers were included in the project following birth, with a response 
rate of 98% at this stage, it does not state over what period of time this was, or how the numbers 
related to the annual birth rate for the area. This may have been included in the findings from the 
first part of the study. Instruments used in the project are said by Tarkka (2002) to be reliable and 
valid, an important factor when considering the value of data obtained from their use in relation to 
the project.  
 
When considering support for the mothering role and the relationship of single predictors to 
maternal competence, self-concept was the only background variable positively correlated to 
competence. The less depressed the mother felt, the better her maternal competence and the 
better her perception of her success at coping with child-care. The more concrete support the 
mother received from her support network, the more attached she felt to the child, the more 
acceptable the child was to her and the better her maternal competence. The opposite was also 
true. 
 
Nine predictors of maternal competence remained in the model when background variables 
were included in the analysis. These were state of mind, coping with child-care, 
demandingness, social isolation, aid from support network and acceptability, the mother’s age, 
health and breastfeeding (table 2.1). The first six were the same as in the first model (table 2.1).  
The power of explanation in this model was also good (R²  = 0.66). 
 
Overall findings from the project indicated that important factors contributing to maternal 
competence of first time mothers were maternal resources, the characteristics of the child, 
social support from those close to the mother and isolation. The age of the mother was not a 
significant factor. The latter factor agrees with Green’s (1999) findings in respect of teenage 
mothers, as he found most coped well in the first year (section 2.6). A new factor that Tarkka’s 
(2002) study identified was that breastfeeding at 8 months was an important factor in maternal 
competence.  
Although Tarkka’s (2002) study involved only mothers of children aged 8 months from Finland 
there are implications for the current study. These are the importance of a supportive social 
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network and age of mother, information obtained from study participants in the questionnaire 
‘questions about you and your family’. Overall results from Tarkka’s longitudinal study are not 
given but an indication of the consistency of the main findings, apart from breastfeeding at 8 
months, is given. A copy of the study instruments is not included in the study write-up so it is not 
possible to gain a full understanding of the questions asked in each instrument. Due to the large 
number of instruments used this would have been time consuming but had no apparent 
influence on the high response rate.  
 
A further dimension could have been added by measuring performance to ascertain if there is a 
correlation between the two – maternal competence and child development. This is a missing factor 
that the current study considers in aims 4 and 6 as indicated previously (chapter one table 1.2). 
Although Tarkka’s study focuses on mothers, its view on the competence of the mother is 
important. It does not imply perfection but a sufficient skill level to deliver care to the child of a 
sufficient standard to meet the child’s needs. This agrees with ‘good enough parenting’ (Hoghughi 
and Speight 1998, Winnicott 1965) and the views expressed by Rubin (1984) and Mercer (1986). 
‘Good enough parenting’ does not imply perfection but that parenting skills need to be  ‘good 
enough’ to meet the child’s needs at any one time, discussed in chapter one (section 1.5) and later in 
this chapter. 
 
Of particular relevance to the current study is the importance of competence or skills in the 
maternal role and its relationship to self-belief. The higher the level of self-belief, the greater is the 
level of competence. This is the expected result at the evaluation stage of the current study, with the 
added dimension of a relationship between the mother’s self-belief or efficacy and the child’s 
developmental progress. 
 
‘Good enough parenting’ is not an entity that can be considered on a continuum, nor in isolation. 
The amount of ‘good enough parenting’ the child needs at any one time depends on factors 
including the child’s age, temperament, development including cognitive abilities, and the 
influence of external factors at any given time as indicated by Hoghughi and Speight (1998) and 
in the conceptual framework (chapter one, figure 1.2). It requires the parent to have or to 
acquire the skills through being taught parenting skills; to step back and to assess what the 
child needs at any particular time, then to deliver appropriately as a result of that assessment. 
As indicated in the conceptual framework, this is a continuous process of assessment, delivery, 
and reassessment and redelivery, aided by the conscious efforts of the parent to ensure they 
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have a continuous feedback from the child. In this study, the results of PSS are considered in 
conjunction with the results of SOGS ll in the child. Both tools are used before and after the 
parent has attended a parenting skills programme to evaluate progress of the parent and child. 
A child needs different amounts of the components of the areas in the PSS tool as described in 
chapter six (section 6.2). 
 
What is appropriate for one child at a particular age and in similar circumstances may not be right 
for another. Just because, through assessment, one child receives less input than another, does not 
mean that the parenting of the second child is less than ‘good enough’. If each child receives the 
same input from the parent, it could mean that one child is receiving too much and the other too 
little for each of them to be able to achieve at any given time.  
 
‘Good enough parenting’ involving the continuous process of assessment and delivery can be 
thought of as a series of parabolic curves. These are likely to be very close together in the early 
years, particularly in the first year of life, with the curve gradually becoming wider, and the 
assessment-delivery process taking place less often as the child grows towards maturity. At this 
stage, the child’s needs from the parent are of an increasingly complex nature due to the 
increasing development of cognition and changes in physical development (Santrock 2004, 
Davenport 1994).  
 
Children’s needs are at their greatest in the first five years of life in terms of physical and 
emotional care and protection from harm by their parents. This is the time when consistent love, 
care and commitment are essential for the child to develop secure attachment, a sense of 
security, and to learn and explore within the boundaries of a safe environment (Bowlby 1951). It 
is these first five years where foundations are laid for the remainder of childhood and for adult 
life. Bowlby (1951) highlighted the importance of secure attachment to a parent/parent figure in 
a child’s development which, according to Rutter (1981) could vary, depending on the child’s 
temperament, genetic make up and special needs. In Bowlby’s (1951) view attachment was 
formed between a competence-motivated infant using his primary care giver as a secure base 
for nurturing and growing in knowledge and competence. Bowlby saw attachment taking place 
in four stages from birth to two years resulting in a secure emotional tie, that influenced the 
child’s social behaviour, overall adjustment and development of self-esteem. Less is known 
about the attachment of children to fathers but it would appear, according to Siegler et al., 
(2002), that attachment depended to some extent on how secure was the child’s attachment to 
the mother. 
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Bowlby’s (1951) view that the child’s attachment can only take place with the mother, and that 
damage is irreparable if not achieved in the first two years of life, suggests that it is pointless in 
trying to enable parents of children older than two years to improve their parenting skills and put 
them into practice. It implies failure for the parent as a parent and lifelong failure for the child to 
achieve his/her  potential.  Arguably,  it may be that the older a child is the  more difficult  it is to  
achieve a secure relationship between parent and child, and the success rate may be smaller, 
or that achievement is only partial. Nevertheless, this view offers hope to both children and 
parents. A further issue is that although Siegler et al., (2002), does consider attachment of 
children to their fathers, Bowlby (1951) ignores this. It may reflect the thinking of the father’s role 
in involvement with their children at the time. Yet, like Siegler et al., (2002), both Tizard  (1977) 
and Selwyn (2004) do include both parents, in their studies of adopted older children and, 
further, the results of their studies challenge Bowlby’s (1951) view that attachment cannot be 
achieved with older children. The studies by Tizard (1977) and Selwyn (2002) are now 
considered. 
 
Tizard (1977) in her studies of adoption of older children indicated the duration of the period of 
attachment could be longer than Bowlby (1951) indicated. Tizard interviewed adoptive parents 
(n=25) when the adopted child was 8 years old. Findings showed that 5 adoptive parents were 
upset by the child’s hostility. Yet 2 of these felt the child clearly needed them and that his 
feelings would grow. The remaining 3 in this group did not have much feeling towards the child. 
Tizard (1977) commented that a 4th parent could be added to this group, as almost all 
comments were disparaging about the child. All 4 appeared to dislike the child as judged by the 
absence of positive warm and protective comments and critical remarks.  
 
Using the criterion of mutual attachment the adoption failure rate was 16% indicating that 
mutual attachment may be less likely to develop in adoptive families when the child is placed at 
an age past infancy. Tizard (1977) believed this was due to the inability of current conflicts to be 
viewed in the context of the child’s earlier dependence on the same mother and her earlier 
devotion. Although the adoption failure rate appears high it needs to be viewed in perspective. 
Tizard (1977) interviewed 13 natural mothers of children 8 years old where the child had been 
returned to them. Of these 6 believed that the child was not deeply attached to them and 8 said 
that they did not feel close to the child. Only 3 of the 8 who had acquired step-fathers were said 
to get on well with him compared with 19 of the 25 adopted children.  
 
The numbers in Tizard’s (1977) study are small and the interview schedule is not included in the 
study report. The study is old and it is not known if the rigour of data analysis or interview 
technique is comparable to that of today. As children were not interviewed, it is not known if 
their views agreed or disagreed with those expressed by either their adoptive or natural parents. 
However, Tizard’s (1977) study indicates that there is a higher success rate for attachment in 
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adoptive families than in those where children are returned to their natural mother and that 
attachment can occur in older children. As Tizard (1977) only interviewed natural mothers 
where children had been returned to them, this could be regarded as a weakness. It may have 
been  due to  difficulty  in  locating the  father, or that he was no  longer part of the  family unit in  
which the child was cared for. Yet this approach does not acknowledge the possible attachment 
between father and child if he continued to have contact with the child. Due to the age of 
Tizard’s (1977), study a later one involving adopted children is considered to either confirm or 
refute the findings of the earlier one. 
 
A follow–up study by Selwyn (2004) of older children (n=130) in the 1990s, aged 3 – 11 years when 
they were deemed suitable for adoption, indicated that only 80 children of the 96 placed for 
adoption were still with their adoptive families and 16 were not. These 16 children had experienced 
frequent placement moves, and before coming into care, most had experienced abuse coming from 
families with multiple problems for example alcohol and substance misuse, mental health problems 
and learning difficulties.  
 
The strongest indicator of potential difficulties that adoptive families identified was the extent of 
problems that the adoptive child had experienced before placement and lack of written 
information about the child from adoption agencies. A quarter of adoptive parents also reported 
being in debt in endeavouring to meet the child’s needs. In spite of this, at the time of the follow-
up study, a third of adoptive parents reported few problems, a third reported family life as being 
a mixture of conflict and reward, while the remaining third reported few or no rewards with an 
escalation of behaviour problems. Overall, the adopted children’s lives were more stable than 
those in other types of placement and there was evidence that adoption had reduced the 
severity of problems in those children in whom problems were not severe in the first place. The 
results of this study indicate that attachment to adoptive parents had taken place to some 
extent, possibly varying in degree of security, supporting Tizard’s (1977) claim that the period of 
attachment in adopted children can take place over a longer period.  
 
No information is given as to how information was obtained from adoptive parents, whether this 
was through recorded interviews either manually, or through use of a tape recorder followed by 
transcription, or by a questionnaire sent to the adoptive parents. No details are given regarding 
data analysis. Conclusions reached as to the stability of adoptive children’s lives appear to have 
been made from information from the adoptive parents. It would have been useful to have 
information from adopted children themselves, to see if there was agreement with their adoptive 
parents and themselves or if there were differences and what those differences were. It might 
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have been thought too stressful to obtain information from adoptive children. Yet if their wishes 
and feelings are to be taken into account, then it could be said that the advantage of consulting 
them either face to face or by questionnaire would have outweighed any temporary distress 
caused to the child. Tizard’s (1977) study has this same weakness, as it did not take into 
account the views of adopted children themselves. 
 
Tizard’s (1977) and Selwyn’s (2004) studies are useful in providing information as to attachment 
in adopted children and reinforcing Bowlby’s (1951) view of its importance. Where they differ 
from Bowlby (1951), is that their studies show that the period for achieving attachment can be 
longer than the first two years of life, and it can be achieved with older children. They provide 
useful background information to the current study. The implication is that it is of use to educate 
parents to improve their parenting skills and for them to put them into practice, but that success 
is more likely to be achievable with younger children. This accords with the approach taken in 
Sure Start projects in seeking to engage parents from the start of parenthood. 
 
 Hoghughi and Speight (1998) brought together what they saw as its three essential 
components in  ‘good enough parenting’ that are now considered. 
 
2.3.1 Love, care and commitment.  
 
Children need to feel they are loved unconditionally and consistently, a consequence of which is 
seen in their attachment behaviour to the parent. If the child is severely emotionally deprived in 
early childhood particularly, according to Bowlby (1953), they are at risk of becoming 
emotionally unstable and without affection, resulting in a severe lifelong social handicap for the 
child, and for society as the child becomes a socially dysfunctional adult. Partial deprivation 
means the child is at risk of developing insecure attachments resulting in disturbed social and 
emotional relationships. If Bowlby’s (1953) view is accepted then it would seem that the damage 
of emotional deprivation due to poor attachment in early childhood is irreversible. Hence, 
placing children in foster care and for adoption involving a change of caregiver is pointless, as it 
will not enable the child to form a secure attachment in the future to enable ‘normal’ 
developmental progress. However, Tizard’s (1977) study of adoption of older children indicate 
successful attachment with adoptive parents can take place over a longer period and is 
supported in Selwyn’s (2004) study.  
 
The study findings of Tizard (1977) and Selwyn (2004) support Hoghughi and Speight (1998) who 
do not imply an age limit to secure attachment forming or that earlier deprivation cannot be 
reversed. In their view, it is important that the love, care and commitment component of ‘good 
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enough parenting’ is met as fully as possible to enable the child to mature to an emotionally stable 
adult. 
 
2.3.2 Control/consistent   limit setting. 
 
Hoghughi and Speight (1998) saw consistent boundary setting and enforcement as necessary 
to help the child deal with the outside world, taking into account the child’s developmental stage,  
so that they learned acceptable behaviour. Control needed to be good enough to protect the 
child from danger, with boundary enforcement being actioned in a consistent, yet loving 
manner. Generally, a child who learned to live within socially accepted boundaries would 
become socialised. Inconsistent control or unreasonable boundary setting that was too strict 
could result in damaging the child’s development. Lack of discipline, with spasmodic 
unpredictable episodes of harsh discipline, has been the experience of many habitual 
delinquents (Hoghughi and Speight 1998). This reinforces the argument for good enough 
consistent loving control in the development of socially acceptable behaviour. According to 
Farrington (1996), children brought up without this element of parenting, are at risk of becoming 
delinquent and involved in criminal behaviour.  
 
Superficially, the idea of control/consistent limit setting as a component of ‘good enough parenting’ 
appears to imply a harsh rigidity in parenting and the opposite of loving a child. However, when 
administered in a loving manner, it can be accepted as loving the child, as it protects the child from 
danger and helps them learn to deal with the outside world within socially acceptable boundaries. If 
this component of ‘good enough parenting’ is missing, it can therefore imply a lack of the first. This 
reinforces Hoghughi and Speight (1998) view that the components of ‘good enough parenting’ are 
part of a whole and not separate entities. 
 
2.3.3 Facilitation of development. 
 
In explaining this component, Hoghughi and Speight (1998) stated that good enough care in all 
areas, including physical, intellectual, moral, and spiritual was required to enable the child to 
achieve his/her potential. Bowlby (1953) stated a child required a secure base from which they 
could explore their environment, including provision of varied stimulation in early childhood and 
continuing involvement and support as the child developed until adulthood was reached. Where 
a child in early childhood experienced neglect and under-stimulation, they were at risk of failing 
educationally and being socially handicapped. This suggests that it is difficult to undo the 
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damage of early neglect to the young child, as indicated in Selwyn’s (2004) study, and the 
importance of early intervention to improve the parent-child relationship and parenting skills. It is 
a reason for Government’s instigation of Sure Start centres to afford help to parents in caring for 
their children in the early years as discussed in chapter three (section 3.1).  
 
While Hoghughi and Speight (1998) emphasise the importance of this component of ‘good 
enough parenting’, Bowlby (1953) reinforces the need for it beginning in early childhood and the 
dangers to the child if it does not take place. Bowlby (1953) does not indicate that the situation 
is reversible. Selwyn (2004), however, takes a more optimistic view. While acknowledging the 
difficulty in undoing  the damage of early  neglect, Selwyn (2004)  indicates that it can  be done.   
This offers hope for those children who have experienced less than ‘good enough parenting’ in 
early life, and that improvement in their life chances is possible. It supports the view taken in 
this study, that efforts should be made to improve the parent’s parenting skills where necessary 
in the best interest of the child at whatever age. 
 
2.4 The components of ‘good enough parenting’ and the needs of the 
child.   
 
Table 2.2 compares psychologists’ and paediatricians’ views of the components of ‘good 
enough parenting’, the first perceiving it from the parents’ perspective and the second from that 
of the child. There are elements of ‘1’ in ‘c’ and ‘b’. Love, care and commitment ‘1’ meaning 
unconditional love and commitment to ongoing caring are similar to ‘c’ love and security.  
General health ‘b’ links with ’1’ as it is not only knowing how to maintain good health, which 
requires ongoing care and commitment, but also recognising signs of ill health and seeking 
appropriate help.  Links with ‘2’ are firstly ‘c’; there is a security aspect here, as a child feels 
secure within clearly defined boundaries; secondly ‘d’ - provision of a safe learning environment 
within safe limits appropriate for the child’s age and stage of development. Routine and 
organised play aids concentration and development. Links with ‘3’ are ‘a’, as understanding of 
development is essential in order to encourage further progress through ‘d’ - provision of an 
appropriate learning environment including toys applicable to the child’s chronological and 
developmental age.    
 
  Parenting Skills needed to enable the 
child to achieve developmental progress 
from the psychologist’s perspective. 
 Child’s needs from the parent to 
achieve developmental progress from 
the paediatrician’s perspective. 
1 Love, care and commitment a The facilitation of developmental 
progress 
2 Control/consistent limit setting b The facilitation of general good 
health (including diet, warmth and 
appropriate clothing) 
3 Facilitation of development c The ensurement of love and security 
(including behaviour management 
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and establishment of a routine) 
  d Provision of an appropriate learning 
environment (opportunities for play, 
socialising and outings to places of 
interest for the child) 
Table 2.2 Indications of what is needed from ‘good enough parenting’ to enable the child 
to progress developmentally. 
 
Psychologists’ (Hoghughi and Speight 1998) and paediatricians’ (Hall and Elliman 2003, 
Illingworth 1987, Bellman and Cash 1987, Sheridan 1975) views of the child’s needs from the 
parent, to achieve developmental progress in all areas, although not identical, are  essentially in  
 
agreement. Having identified the requirements for ‘good enough parenting’, the outcome when 
these are not practised is now considered. 
 
2.5 ‘Inadequate parenting’, deficits in the components of  ‘good enough parenting’ and  
       its  effect  on child development.    
 
The meaning of ‘inadequate parenting’ and ‘good enough parenting’ as used in this study is 
described in the Introduction (page 1) and is restated below. 
‘Inadequate parenting’ is lack of one or more of the components of ‘good enough parenting’ 
leading to developmental disturbance in the child (Hoghughi and Speight 1998, Farrington 
1996). 
‘Good enough parenting’ is the input from the parent of the three components of the construct in 
amounts appropriate to meet the child’s needs at any particular stage in the child’s 
development. The components are love, care and commitment, control/consistent limit setting, 
and facilitation of development (Hoghughi and Speight 1998). It does not imply perfection. A 
number of authors (Tarrka 2002, Hoghughi and Speight 1998, Mercer 1986, Rubin 1984, 
Winnicott 1965) have agreed that ‘good enough parenting’, rather than perfect parenting, is 
sufficient to enable a child to achieve satisfactorily developmentally. 
The definition of ‘inadequate parenting’ does not however, answer the question as to whether 
parents consciously decide to afford their children ‘inadequate parenting’ or do so without 
conscious intent. 
 
Sheerin (1998) in reviewing the literature on parents with learning disabilities and the effect of 
parental inadequacy on their children found that most authors concentrated on three main 
areas. These were developmental delay (Feldman et al., 1985), neglect (Crain and Miller 1978, 
Katz 1992), and physical abuse (Helfer and Kempe 1974, Schilling et al., 1982). These areas 
would appear to be no different from those identified as resulting from inadequate parenting 
from the parent population in general. There is no easy answer as to whether this is a deliberate 
action, or due in part to factors in the parent, child, or family and environment. This is discussed 
 57
further, later in this chapter.  What is known is that the child’s development may well be affected 
if the components of ‘good enough parenting’ are missing (Hoghughi and Speight 1998). There 
are strong indications that deficits in all three are associated with criminal behaviour (Farrington 
1996). The word ‘deficit’ in this context means the amount of parenting skill is too small or 
missing. It implies that while parenting skills may be adequate in one area, they may be 
inadequate or missing completely in another, affecting the care the parent delivers to the child 
(Farrington 1996). If a parent is to be helped in developing ‘good enough parenting’ skills, it 
means identifying area(s) where improvements need to be made which is the aim of the 
Parenting Skills Scale (PSS) developed in the current study. 
 
If the first element of ‘good enough parenting’ is missing in early and middle childhood, it can 
lead to attachment disorder, resulting in low self-esteem, insecure personality, problem with 
peer relationships and parenting, and in extreme cases, ‘affectionless psychopathy’ (Bowlby 
1953). Absence of the second element can result in delinquency, conduct disorder and criminal 
behaviour (Farrington 1996), and the third, risk of educational failure and social handicap 
(Hoghughi and Speight 1998).  
 
As indicated, less than ‘good enough’ parenting can result in profound developmental 
disturbance in the child. It is therefore in the child’s best interests to enable the parents to 
change. This is argued as ethically acceptable in chapter one (section 1.10). Hertz (1979) and 
Keltner (1992), stated that parents with learning disabilities could be rehabilitated to provide 
adequate parenting. Although it would be simple to divide parents into those whose parenting 
skills are ‘good enough’ and those whose skills are inadequate, there are other factors that may 
affect parenting abilities, some positively and others less so. Other factors that may affect 
parenting are considered in the context of the parent, child, family and environment as 
portrayed in the conceptual framework chapter one (figure 1.2). It would appear a simple 
solution to provide parents with learning difficulties the help they need to provide their children 
with ‘good enough parenting’. However, this has potential resource implications for Health and 
Social Care for the whole of childhood. Additionally, not all parents may be willing to accept help 
or to acknowledge that they need it. Human rights could become an issue, with professionals 
reluctant to intervene until identifiable problems occur with child-care to the extent that child 
protection enquiries are instigated with the possibility of the child entering the care system. It is 
at this stage that the welfare of the child overrides the rights of the parent to continue to care for 
their own child without the intervention of statutory agencies including Social Care (Children Act 
2004). 
 
2.6 Factors that may affect parenting from the parent perspective. 
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Green (1999) found in his experience of teenage single parents, the teenager was often from an 
unhappy, disturbed home, had never seen a proper parenting example, and had felt little love or 
warmth.  After the first year in which most cope well, problems escalated. Phoenix (1991) stated 
that most were caring but there were issues of isolation, poverty and inexperience. Parents 
were likely to be more vulnerable if they were young (Wright et al., 1991), and according to 
Utting (1995), unsupported parents were likely to need more support.  
 
In the case of older parents, Finley (1998) found that late adolescent children of older parents 
did not see themselves as disadvantaged compared with children of younger parents. Finley 
(1998) set  out to  disprove  the  findings of  Morrison’s (1988) study  indicating  children of older  
parents perceived many disadvantages to older parenting. Finley’s reasons are due to Morrison 
(1988) using a small (n=22) unrepresentative group of children of older parents and the use of 
unsystematic interview procedure with participant children. Finley’s criticism is supported by 
Cohen et al., (2000), who states that the sample must be representative of the sample from 
which it is drawn in terms of including the characteristics of the population from which it is drawn 
and in numbers sufficient to be representative of the population. The total population in this 
case is unknown. A further criticism that Cohen et al., (2000) supports is that interview 
procedures should have been systematic. A difficulty remains, however, in applying current 
criteria to an older study when criteria at the time may have been different. 
 
Participants in Finley’s (1998) exploratory study were 415 undergraduates from a large urban 
university from diverse majors and ethnic groups. Ages of undergraduates ranged from 16 to 41 
years (M=19.5) with age at birth of fathers being 16 to 55 years (M=30 years) and of mothers 13 
to 41 years (M=26 years). The instruments used for data collection were 2 scales of 13 items 
similarly worded using a Likert type scale, one for father affective quality of parenting and one 
for the mother. The items were intended to yield perception of participants’ views of their 
parents’ enjoyment of parenting, support, energy level, confidability, time availability, emotional 
closeness, adolescent - parent relationship and overall evaluation. 
 
Results for mothers indicated there was no significant relationship between age of the mother at 
childbirth and perceived affective quality of mothering. Results for fathers showed a significant 
curvilinear relationship between paternal age at childbirth and perceived affective quality of 
fathering, F(3,383) = 3.50, p<.02. Fathers between 30 and 39 years of age at childbirth were 
perceived to yield a significantly higher affective quality of parenting than either older t(189) = 
2.26, p<.03 or younger fathers t(354) = 2.47, p<.01. Finley (1998) did comment that Morrison 
(1988) had believed that older parenting began at 35 years although not stating an exact age 
himself. He also noted that Morrison (1988) had found that fathers who were aged 35 to 39 
years at childbirth were the most favourably perceived fathers, similar to findings in Finley’s 
study. Finley (1998) concluded there was no evidence to suggest from data in his study that 
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children of older parents perceived themselves as being affectively disadvantaged compared 
with those children of younger parents. There was evidence to suggest that becoming a father 
between the age of 30 and 39 years may result in a higher affective quality of fathering. 
Although Finley (1998) gives fuller details of his study than Morrison (1988), in terms of the total 
population and the sample group being representative of the population from which it was 
drawn, there are omissions. Finley (1998) describes the instruments used, but no copy of them 
is given. Similarly, he gives the results of data analysis but not the method used.  It is therefore 
difficult to gain a clear idea of the quality of the instruments used and the data yielded and its 
analysis. Although he believes older  parenting starts at the age of 35 years he gives no reason  
for this. Due to the lack of detail in Finley’s (1998) study findings, further evidence was sought to 
either support or refute them. 
 
Interviews that Anderson (2007) undertook with adults who were themselves children of older 
parents do support Finley’s (1998) findings. An 18 year old described her older mother as her soul 
mate and it was quality of time that was important. She had had 18 years of support, security and 
companionship and would rather have a good few years than a lifetime with a mother who did not 
care about her. A 42 year old said she had never regretted having older parents. They were strict 
but fair, and being older they were wiser and had a greater sense of the important values in life. In 
his opinion, younger parents were too self-obsessed and insecure of their own path in life. It was 
therefore difficult for them to give a true sense of security to a child or give their all as they were 
still so vulnerable themselves. The third interview was with a 26 year old who said that many 
people thought that older parents are out of touch with the younger generation and more strict. In 
his experience this was not the case. He said he had had a wonderful upbringing in a home full of 
love and laughter. His mother was older, wiser, more self- assured and had a lot more patience than 
many of his friends’ mothers and had a wonderful relationship with his father who was younger. 
He never wished his mother younger in years as what she gave him could not have been surpassed. 
He believed it was his mother’s age that had made her such a good mother. Although the 
experiences of the three cases as described could not be said to reflect that of all children with older 
parents, they do support Finley’s (1998) findings.  
 
Tyre (2007) noted that being an older parent could be an asset as they were more thoughtful, 
used less physical discipline and spend more time with their children. The disadvantages may 
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include lack of financial resources, waning energy and failing health while striving to meet the 
demands of an active child. Fears about dying and leaving the child were their biggest fears. 
Yet this is not seen as a negative factor in the eyes of the 18 year-old interviewed in Anderson’s 
(2007) interviews. It is the quality of time spent with the child rather than the length of it that is 
most important. The work of Finley (1998) and Anderson (2007) provides important background 
information for the current study in providing information as to the effect of parenting of older 
parents on children.  
 
The parent’s physical and mental health status can affect their parenting abilities. Mental health 
is not simply the absence of symptoms of mental ill health; it is an essential resource for every 
day living (Commonwealth of Australia 2004). It can be thought of as the resilience that enables 
both children and parents to cope and manage all aspects of change affecting the family, for 
example the birth of a child, and the challenges these bring.  
 
The impact of the mother’s mental health on the developing child is illustrated in Murray’s 
(1992) study ‘The impact of postnatal depression on infant development’. A sample of 703 
primiperous women from the Cambridge maternity hospital resulted in identification of 4 groups 
of women and infants for the study meeting criteria for age 20-40 years, married or cohabiting, 
37-42 weeks gestation, intent to be primary carer, resident in Cambridge for next 18 months, no 
gross congenital abnormalities and not admitted to the special care baby unit. The groups were 
i) control group with no history of depression or depression since delivery (Con = 42), ii) no 
history of depression, but depressed since delivery (PD = 40), iii) a previous history of 
depression, but no depression since delivery (PH = 14) and iv) a previous history of depression 
and depression since delivery (PHPD = 21). Recruitment was through administration of the 
Edinburgh Postnatal Depression Scale (EPDS) of women with a score of 13 or above for groups 
ii, iii and iv and by random selection for group i. Final selection took place 2-3 months following 
delivery. Follow-up assessments took place at 18 months post-delivery. Additionally a random 
sub-sample of the total population (n=39) was selected and seen at 2-3 monthly intervals during 
the 18-month period post-delivery.  
 
Psychologists and paediatricians carried out infant assessment at 18 months unaware of 
maternal status. Instruments were firstly Bayley scales of infant mental development (Bayley 
1969) as described in chapter one and in appendix 1. Reynell scales of language development 
were used to assess expressive language and comprehension, security of attachment to the 
mother using the strange situation procedure (Ainsworth and Wittig 1969) and Piaget’s object 
concept tasks (stages V and VI) to elicit infant cognitive schemas. (See appendix 2 for 
information regarding the Reynell scales of language development). A psychiatrist and 2 
psychologists who were unaware of the mothers’ psychiatric status at the time carried out 
maternal interviews at 18 months. Instruments used were ‘Adult attachment interview’ (George, 
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Kaplan and Main 1985) to examine the mother’s childhood attachment relationships, ‘life events 
and difficulty schedule’ (LEDS) Brown and Harris (1978), and ‘Behavioural screening 
questionnaire (BSQ) Richman and Graham (1971). The mothers completed the latter 
concerning feeding problems, sleep problems, temper tantrums, miserable moods, and 
relationship with peers and problems in management, following which they were interviewed as 
to frequency to complete a 3 point scale of none, mild or marked. EPDS was used at 6 and 12 
months and the SADS at 18 months to assess maternal psychiatric status. 
 
Sub-sample assessment consisted of video recording of mother-infant and stranger-infant 
interactions from 2 months post-partum at 2-3 monthly intervals. Piaget’s object concept task stage 
iv was used with infants from age 9 months and maternal psychiatric status was assessed at each 
visit using EPDS and SADS.  
 
Only the results of Murray’s (1992) study most relevant to the current study are discussed. A 
significance level of 0.05 was used. Attachment to the mother at 18 months was classified as 
secure or insecure. Infants were more likely to be significantly insecurely attached to others who 
had been depressed in the postnatal period (PD and PHPD groups combined) than infants of 
non-depressed mothers (Con group) (x² = 13.7, df = 1, p < 0.0003). No difference in outcome 
was detected for infants whose mothers had been depressed postpartum for the first time and 
those who had experienced depression previously as well as postpartum. Women who had 
experienced depression previously, but not postpartum, were no more likely to have infants with 
insecure attachment than with no history of depression.   
 
                          
 
 
Clinical symptoms 
 
Con 
(N = 42 
% 
Maternal group 
PD 
(N = 37) 
% 
 
PH 
(N = 13) 
% 
 
PHPD 
(N = 21) 
% 
Somatic 2.4 48.6 23.1 42.8 
Bodily function 0.0 16.2 7.7 9.5 
Fatigue 2.4 48.6 23.1 76.1 
Sleep disturbance 4.8 51.3 0.0 33.3 
Irritability 23.8 97.3 30.8 100.0 
Concentration 46.0 94.6 61.3 66.6 
Depression  0.0 100.0 0.0 100.0 
Depressive thoughts 0.0 83.7 0.0 90.5 
Anxiety 0.0 62.1 23.1 57.1 
Phobias 0.0 18.9 23.1 9.5 
Obsessions and compulsions 2.4 32.4 0.0 28.6 
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Table 2.3 indicating clinical symptoms in each study maternal group (table taken from Murray 1992).  
 
Marital friction was found to be a contributory factor in insecure attachment. When infant gender 
was considered girls were less likely to be insecurely attached than boys (x² = 9.59, df = 3, p < 
0.002).  
 
 
 
 
 
 
 
 
 
 
 
                                                                               
                                                                                  Attachment                                                                                                                                            
 
 
 
Maternal group 
 
 
Secure 
N   (%) 
 
Insecure/ 
avoidant 
N   (%) 
 
Insecure/ 
ambivalent, 
resistant 
N   (%) 
 
Insecure/ 
disorganised 
N   (%) 
Con 29    (76.3)   9     (23.7) 0       0      
PD 15    (42.9) 16     (45.7) 2      (5.7) 2     (5.7) 
PH   4    (40.0)   6     (60.0) 0 0 
PHPD   6    (28.6) 13     (61.9) 0 2      (9.5) 
     
Gender     
Girls 33    (64.7) 18     (35.3) 0 0 
Boys 21    (39.6) 26     (49.1) 2      (3.8) 4      (7.5) 
Table 2.4 Attachment at eighteen months by maternal group and by infant gender (table taken from Murray 1992).  
 
Key to type of insecure attachment in table 2.4  
 
Insecure avoidant: the infant shows little or no distress at the mother’s departure and avoids 
contact at reunion. 
 
Insecure/ambivalent/resistant: extreme distress is shown at separation, but the infant both 
seeks and resists contact when the mother returns and is unable to settle. 
 
Insecure/disorganised: one or more of the following is shown - a disordering of the usual 
temporal sequencing of behaviours, the simultaneous display of contradictory behaviour 
patterns, incomplete or undirected movements and expressions, indices of confusion or 
apprehension.  
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Results indicated that maternal depression affected infant development in the early postnatal 
months. Infants, whose mothers were depressed in the postnatal period performed less well on 
object concept tasks, showed more mild behavioural difficulties and were more insecurely attached 
to their mothers. Generally, postnatal depression did not affect cognitive and language 
development. There was a poorer outcome for boys than girls. Reasons suggested were boys being 
more susceptible to the adverse impact of environmental stress, or depressed mothers may respond 
more negatively to their sons and show more empathy with their daughters. Development in infants 
whose mothers were depressed in lower social classes was affected more than in those from higher 
social classes. There was an increased risk of behaviour problems in the child later; boys in 
particular were likely to be affected.  
 
There are a number of criticisms of this study, detailed as follows. There is no indication of the 
participants’ ethnicity or if the sample population reflected the ethnicity of the total population. 
This has implications for the generalisation of study results.  Sub-sample group results are not 
commented on nor are assessment schedules included in the study. It is unclear as to whether 
or not mothers and infants attended Cambridge University for all tests and if all tests at 18 
months were completed on the same or different days for mother and infant. If tests had all 
been completed on the same day it could have caused stress and fatigue in both child and 
mother. If tests had been completed over several days it would have meant several journeys to 
the test centre thus causing possible stress and respondents could have had different levels of 
wellness and mood that could have influenced test results. Being tested in a strange 
environment may also have affected test results. Bronfenbrenner’s (1977 in Gauvain and Cole 
2001) view on this practice is that it can lead to incorrect results compared with tests carried out 
in familiar surroundings. Particular strengths are that due to the use of the combination of 
methods used with both mothers and children the validity of the results is strengthened as Jick 
(1979) points out; and only 3 mothers from the participant group had been unable to participate 
at 18 months indicating a high level of commitment to the study.  
 
Implications from Murray’s (1992) study are that it is particularly important to support mothers of 
apparently difficult infants to prevent later child problems developing. It may not be clear if the 
apparent problem lies with the mother or infant, but the need for support remains. In post-natal 
depression, every aspect of the mother’s maternal behaviour is changed (Beck 1996). In the 
normal way a mother is responsible for giving stimulation to allow her child to develop socially, 
emotionally and physically, thus shaping the child’s world. Even when symptoms are not 
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sufficiently severe to make a clinical diagnosis, the potential for adverse effects on the child 
remains as post-partum depressive disorders occur at a critical period of the developing 
maternal-infant relationship (Beck 1996) affecting parenting abilities. Supporting all parents from 
an early stage, not only in Sure Start areas, is therefore potentially in the infant and mother’s 
best interests in seeking to achieve secure infant-mother attachment and satisfactory progress 
in all areas of child development. Yet progress needs to be evaluated, as is identified in the 
current study, and links with Murray’s (1992) study, emphasising the importance of early 
identification of problems, implying the need for evaluation of progress made in working with the 
mother to improve the outcome for the child as well as the mother. It is this that is particularly 
relevant to the current study. 
 
Parents’ own experiences of being parented affect parenting abilities (The Child Psychotherapy 
Trust 2001). Having a child brings back memories of a parent’s own experiences. They may not 
have been happy, may feel like and indeed punish their own child for their own experience. This 
illustrates how the child’s mental experiences of parenting in childhood can affect their mental 
processes as parents themselves. 
 
There appears to be no direct link between parental physical health and general development of 
the child. It seem this is in the nature of psychological sequelae with tiredness or stress 
resulting from ill health affecting the interaction between child and parent (Commonwealth of 
Australia 2004). Browne et al., (1988) in considering parental ill health as a factor in child abuse  
cases, stated that it made sense that parents needed to be in good health physically to be able 
to cope with the demands of child-care. Yet serious illness in any family member can cause 
great anxiety within a family and it would seem unrealistic to take this factor in isolation as a 
cause of child abuse. If parenting has previously been ‘good enough’, it is reasonable to 
suggest that the parent will have recognised the necessity of making adequate alternative 
arrangements for child-care either in the short or long term. It seems more likely that other 
factors, in particular ‘inadequate’ or ‘not good enough parenting’, is the real reason leading to 
child abuse exacerbated by the parent’s ill health. 
 
Stress is a significant factor affecting parenting (Utting 1995). An example is where a father has 
to spend long periods away from home due to work commitment, leaving the mother to cope 
alone with the care of young children. Stress can include social isolation, relationship problems, 
blaming the father for not taking more part in child-care or not trying hard enough to find a job 
nearer home. Depression may also result from this situation, further damaging the ability to 
parent effectively, with implications for child development. Yet arguably, a ‘good enough parent’ 
should be able to recognise the detrimental effect that stress is having on child-care ability and 
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seek to overcome or minimise the problem. This issue links to resilience, the ability to deal with 
life’s stressors, and is a further reason for aim 5 (chapter one table 1.2) in the current study to 
determine what it is in the parent-child relationship that is essential to the building of resilience 
in all young children. An adequate amount will enable the child to cope better with perceived 
stressful events in life both as a child and subsequently as an adult.  
 
Parental education at the time of birth is a critically important factor in determining a child’s 
cognitive development and educational success (Roberts et al., 1999, Bynner et al., (1999). 
Children, whose parents take an interest in their education, are more likely to escape from a 
socially disadvantaged background than their peers. Goleman (1996) felt that family life was a 
person’s first school for emotional learning similar to Rousseau’s thinking as explored in chapter 
one (section 1.7). It operates through things parents say and do with children and in the models 
they offer for handling their own feelings. Although parental education at the time of birth is 
identified as being critically important it does not necessarily mean they will be ‘good enough 
parents’. They need to use their educational experience to understand their child’s needs, 
develop parenting skills and translate these into practice. In this context, education means 
educational attainment in terms of formal school/college/higher education.  
 
 
 
 
 
 
2.7 Factors that may affect parenting due to factors in the child. 
 
Ill health in children or a child with special needs, including deformity, disability and prematurity 
can affect parenting (Hall et al.,1999). Not all parents may be willing to accept the help available 
and they may also be mourning the loss of the normal child they expected to have. There may 
be problems with their emotional relationship with the baby with implications for future 
development; also higher demands on parents in terms of time and commitment both physically 
and emotionally (Wright et al.,1991).    
 
Parenting can be affected by the mother’s birth experience. If this is perceived as difficult or 
traumatic, postnatal depression can ensue or difficulty in bonding or total rejection of the child. 
Implications for attachment and development of the mother-infant relationship in both cases can 
be severely compromised (Murray 2001). 
 
Birth order can affect parenting abilities. Santrock (2004) pointed out that the first-born did not 
have to share parental love and affection with other siblings until the birth of subsequent 
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children, and that often there was an intense relationship between parents and the first-born 
child. These children also had higher expectations, were often high achievers, and might 
sometimes feel unable to achieve what parents expected of them resulting in anxiety. These 
experiences in childhood may affect their own abilities to parent. Whereas the first-born child 
could be very much a wanted child, an unwanted pregnancy/rejected child could have the 
opposite effect being a contributory factor in making a family vulnerable (Wright et al.,1991). 
Santrock (2003) continued by stating that first-born children are also expected to exercise more 
self-control and act responsibly in relation to younger siblings. This could affect sibling 
relationships with the first born exercising power and control over younger children in the family 
that could lead to resentment and conflict.  
 
In relation to birth order, Santrock (2004) appears to be saying that each child is different 
depending on where they are in the birth order meaning that the first-born, the middle child and 
the youngest child all have traits according to their birth order. This has important implications 
for health professionals and others engaged in teaching parenting skills. They need to help 
parents to understand these issues, as understanding how parents view their children and how 
children perceive themselves is important to parents. This understanding can help them in their 
responsibilities as parents in understanding why they and their children think and act in the way 
that they do, and where this may need to be altered in the child’s best interests. Understanding 
and subsequent appropriate action can help to enrich the relationship between parents and 
children and the family as a whole. 
 
 
A further issue that Santrock (2003) does not consider, is if due to the death or other means of 
removal of the first-born child, whether the second child takes over the role of first-born both in 
parental affections and expectations and in the exercising of power and responsibility over 
younger siblings. Although, due to reduction in the infant/child mortality rate compared with that 
in the Victorian era (Burton 2001), it is a less common occurrence today. In these circumstances 
is sibling reordering, if it occurs, dependent on age, gender, parental attitude, or a combination 
of these factors or some other factor? In the researcher’s experience this is a phenomenon that 
does take place but no generalisation can be made from it. It could be an area for further 
research. 
 
Family size may affect parenting abilities resulting in abuse. Families where there were 4 or 
more children figured disproportionately in child protection cases registered with the NSPCC 
between 1977 and 1987. These were just over ¼ of all registrations, although this type of family 
made up only 10% of families in social class 4 and 5. Yet small-scale studies found no 
correlation between family size and referral for child abuse according to Corby (2000), although 
no details were given of these studies. This would have been helpful in seeking to determine the 
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value of the study findings. However, when considering age gap between children there was a 
correlation between abuse and families with several children close together in age (Corby 
2000). It would therefore seem the significant factor was not family size but having several 
children close together placing extra demands on parents that rendered children vulnerable to 
abuse.  
 
A weakness in Corby’s (2000) argument is in apparently relying on evidence from small-scale 
studies, and without giving details of those studies. This is in relation to refuting the correlation 
between family size and child abuse referrals, contrary to the evidence from figures of child 
protection cases registered with the NSPCC between 1977 and 1987. Again Corby (2000) 
referring to these small-scale studies appears to accept the correlation between abuse and 
families with children close together. The evidence that Corby (2000) presents appears to lack 
credibility. Large-scale studies to investigate these factors further would aid in upholding or 
refuting the findings of the small-scale studies that Corby (2000) refers to. Child bearing with 
births close together can affect the mother’s health status unfavourably (Fraser 2003) and ill 
health can result in tiredness and stress as previously discussed in this chapter. However, had 
the parents in child abuse cases had more resilience they may have been able to overcome the 
stresses of the situation by actively seeking help either from family and friends or other sources, 
thus preventing the deterioration in child-care to that of abuse. 
 
 
 
 
2.8 Factors in the family and environment that can affect parenting. 
 
In multicultural Britain today children grow up within a varied range of family situations (The 
Child Psychotherapy Trust 2001). Some may live with extended family members including 
grandparents, aunts and uncles or stepparents and stepsiblings. Although there is no single 
right or wrong family type it is essential that children be parented. Some grandparents may find 
themselves acting as parents for the second time if parents are unable to do so through ill 
health or if the child is subject to care proceedings. Parenting across three generations can 
enrich a child’s life whether it is part-time or full-time. Issues identified relating to the older 
parent may apply in this situation as previously discussed (section 2.6).   
 
Although divorce/separation can adversely affect children emotionally, if one parent rejects a 
child, the child can be safeguarded if they have an affectionate, stable relationship with the 
other (Utting 1995). It is the style and pattern of parenting which is significant in a child’s life 
rather than the presence or absence of a parent (Rutter, Quinton and Liddle 1983). The mental 
health of the caring parent has an immense effect on the child. Green (1999) views having one 
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emotionally together parent as more important than two distant parents who happen to be living 
together. If a child is reared by one stable parent they are likely to fare better than if two warring 
parents remain together.  
 
Santrock (2004) considers culture and ethnicity as factors that can affect parenting abilities. He 
defines culture as being behaviour patterns, beliefs and all other products of a particular group 
of people that are passed on from one generation to the next. Santrock (2004) defines ethnicity 
as characteristics that are based on cultural heritage, nationality characteristics, race, religion 
and language. Culture then relates to a particular group within a race, although there can be 
more than one culture within a race of people. Ethnicity is concerned with a particular race 
including its cultural heritage.   
 
In illustrating the importance of these issues, Santrock (2004) points out that studies in general 
of children in the United States have emphasised American values, particularly those of the 
middle class socio-economic group. They do not take into account cultural and ethnic 
differences among ethnic minority groups. Concepts about child development reflect Western 
values and do not acknowledge differences in culture and ethnicity. Santrock (2004) believes 
that ethnic minority parents are less well-educated and more likely to have a low income. There 
are also more single parent families among African Americans than white Americans. 
Implications for parenting are that parents have limited resources of time and energy and 
isolation from those of the same  ethnic and cultural  background.  Although  Santrock (2004) is  
 
discussing minority ethnic and cultural groups in America the following example indicates that 
there are similar problems in Britain that need to be addressed.   
 
An example of addressing culture and ethnicity issues in Britain is a scheme in south London 
providing local families with surrogate grandparents of the same ethnic background as absent 
grandparents. These have improved lives for families involved, many of which were single 
parents having lost contact with extended family members (The Child Psychotherapy Trust 
2001). Implications from the information given can mean support for single parents and a 
sharing of cultural traditions by the surrogate grandparents. This would have served as 
confirmation for parents of their own cultural heritage and have been passed on to their children 
thus reinforcing their sense of belonging and understanding their own cultural and ethnic 
background. Although some may see this as a way of encouraging differences between 
different races and cultures, a more positive way of viewing it is as enabling children to 
understand their own background and heritage and use this as a starting point to appreciate the 
diversity of the population in general and their place within it.  
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Poor housing factors including overcrowding, structural deficiencies and lack of privacy has a 
direct effect on the occupants’ health (Marsh et al.,1999 and DOH 1999) and affects parenting 
indirectly. Examples of environmental problems are those experienced by traveller families with 
lack of basic amenities and safe play areas for children (Davis and Hoult 2000). Parents 
bringing up children in poor housing or in traveller families can experience difficulties with 
parenting due to ill health in their children or themselves as well as stress factors. Ill health in 
parents, as previously discussed in this chapter, may not of itself result in poor parenting, but 
rather the stress and tiredness resulting from it. In the case of traveller families they are 
regarded as a different cultural group leading a nomadic lifestyle that is unacceptable to the 
majority of the indigenous population living in houses (Davies and Hoult 2000).     
 
Women with children who leave their partner following domestic violence can as a result 
experience long periods of homelessness, or temporary accommodation. They are dependent 
on benefits therefore have a low income concentrating their energies on providing basic needs, 
such as food, warmth, clothing and shelter (DOH 2006). Implications of this are limited time and 
energy to apply parenting skills to promote child development. Implications for women of 
African, Asian and Afro-Caribbean communities include language barriers resulting in difficulty 
in accessing health and social services and financial hardship due to fewer job opportunities. 
This results in social isolation for parent and child affecting the child’s progress in social skills 
and education as well as their physical health (DOH 2006). If they stay with the abusing partner, 
there is the risk of children being  frightened or physically injured by the violence they witness or  
 
copying it. All of these factors can affect parenting even of the non-violent parent and ultimately 
the child’s development.  
 
Magnusson and Duncan (2002) in reviewing literature on ways in which poverty can affect 
parenting identify a number of factors. Low-income families can be just as emotionally invested in 
their children as those from higher income families. Parents’ attitude towards their children can 
oscillate between showing warmth and affection and being harsh and authoritarian, a possible 
reason being psychological stress triggered by the struggle to cope with caring for children on a 
very limited income. In cases of maternal poverty there is more likelihood of the mother being 
depressed and socially isolated. Younger children can be more affected by poverty than older ones 
due to less opportunity for interaction with adults or peers outside the home. They are thus more 
vulnerable to problems relating to the parents’ state of health in particular psychological well-
being. Yet Magnusson and Duncan (2002) assert that factors that promote parenting, including 
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social support, maternal self-efficacy and higher educational attainment, are just as relevant in 
families living in poverty as those in more affluent circumstances. It would therefore seem 
reasonable to concentrate on promoting factors that promote good parenting, or more realistically, 
‘good enough parenting’, as described in section 2.3, that are independent of poverty. Enabling a 
parent to improve social support and self-efficacy level so that she/he believes she/he is able to 
succeed in the parenting role, is likely to aid in focusing on ways of overcoming or minimising some 
of the harmful effects of poverty on the child and the family as a whole.  
 
Focusing on improving factors promoting parenting that Magnusson and Duncan (2002) identify 
is likely to have a positive outcome for both the young child and parent irrespective of the socio-
economic status of the family. Magnusson and Duncan’s (2002) work is relevant in providing 
important background information to the current project concerned with parental self-efficacy 
and its effect on the development of the young child including educating the mother/carer to 
understand the child’s needs and how to meet them. 
  
2.9 Summary of this chapter. 
   
The literature in this chapter mainly gives support for the first research question ‘Is there a 
relationship between parenting skills and young children’s developmental progress?’ It 
focuses on the different aspects of parenting in relation to child development. It explores the 
components of ‘good enough parenting’ in more depth than chapter one linking research 
examples to these. There is some support for the second and third research questions (chapter 
one table 1.2) reiterating material discussed in chapter one (section 1.4), that is government 
support  for  Sure Start in  educating  and  supporting   parents  from an  early stage to  improve  
parenting skills to improve the outcome for the child. The issue of inadequate parenting links 
with this as does the importance of improving parenting skills to improve the outcome for the 
child. An explanation of why the term parenting skills is used in this project is given in section 
2.2. It is concerned with parents having or acquiring the skills to parent their children (While 
1994, Waite 2001). The importance of outcome evaluation is indicated. A government 
commissioned evaluation of Sure Start in 2005, previously discussed, indicated that the children 
it was intended to benefit the most, had benefited the least from it. It justifies the approach taken 
in this study in measuring outcomes for both the parent and child linking to the research aims 2, 
3 and 6 (introduction pages 6-7) and the conceptual framework (chapter one figure 1.2). An 
understanding of factors in the parent, child, and family and environment that may affect 
parenting is important in the current study affording further insight into how these factors link 
together in the conceptual framework (chapter one figure 1.2). 
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 The identified gaps in the literature reviewed are little knowledge of the child’s attachment to the 
father, a subject that Bowlby (1953) ignores, but Siegler et al.,(2002) acknowledges to be 
partially dependent on that with the mother. This has implications for child rearing by the father 
when the mother is absent. No information was found as to any change in relationships if the 
first–born child dies or is removed from the home, or if parents and other siblings regard the 
next surviving child as the eldest and if the change in sibling ordering creates confusion in the 
mind of children and parents. Again this has implications for the parent-child relationship and 
the child’s development. Finally, no literature has been found concerning parents of large 
families with children born close together, where parents possess the resilience factor and cope 
better than those who do not. The implication is that this is the case and a further reason for 
identifying the resilience factor, the fourth research question in this study. Evidence exists that 
children in families born close together are at greater risk of abuse (Corby 2000) although the 
evidence is from small-scale studies without confirmation from large scale ones. The 
identification of the resilience factor and a means of fostering its growth could aid in preventing 
child abuse. 
 
The following chapter considers the nature of government and society’s responsibility, together 
with the parent, in the parenting role in the context of safeguarding children.   
 
 
 
 
 
 
 
CHAPTER THREE    
 
SAFEGUARDING CHILDREN: EVERYONE’S RESPONSIBILITY, AND THE 
LITERATURE REVIEW. 
 
Government and society’s influence on parenting in order to protect the child is described from 
both the historical and current perspective. The focus then moves to the nature of safeguarding 
children, society’s changing concept of childhood in relation to child abuse and the outcome for 
the child. Child protection is briefly considered and influences upon it coming from central 
government, professionals and the voluntary sector. Further discussion is directed towards 
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protection through ‘good enough parenting’, which is the main focus of this research study. The 
chapter ends with an analysis of the literature reviewed in the first three chapters. 
 
3.1 Government and society’s influence on parenting.  
 
Government’s influence on parenting is not confined to the present (see table 3.1). It has 
existed over centuries, being subject to change, influenced by the thinking of the time 
concerning childhood, child abuse and the right of the state to intervene in private family 
matters. Progress from the late 19th century to the present includes the establishment of the 
National Health Service (NHS), development of the health visiting service and social services 
together with government acts including the Children Acts 1989 (DOH 1989), and 2004 (DFES 
2004). Voluntary agencies or individuals have influenced many of these changes. Examples of 
the latter are Lord Shaftesbury (BMA no298) and Florence Nightingale (Owen 1977) in the late 
19th century, the first in highlighting social conditions including child abuse and the latter in 
nursing, in particular, training for health missioners, the forerunners of health visitors. Table 3.1 
gives an overview of government influences on the upbringing of children in terms of legislation, 
the development of social services and health visiting. 
 
One way in which the government intervened was through the Poor Laws (table 3.1). The New 
Poor Law in particular, reveals a different reason for intervention, namely to tackle the perceived 
nuisance problem of the poor including children by removing them from the streets out of sight, 
to the harsh workhouse system (http://users.oc.ac.uk/peter/wrkhouse/poorlaws.html). This is in contrast to 
the apparent moral desire to improve care of these children. The Bastardy clause in the 1834 
Poor Law Annulment Act is a further example of government intervention, more correctly termed 
an interference to solve a social problem. Mothers, unable to support their illegitimate offspring, 
were required to enter the workhouse with their child. This removed the problem of disputed 
fatherhood, placing the onus for child-care on the mother who was responsible through her 
promiscuous actions in producing an illegitimate child. In effect, this presents as a dual code of 
morality with the mother being the wrong doer and the father having no responsibility for his 
actions in the eyes of the State. It also fails to acknowledge that the father has any parental 
responsibility for the child. It completely disregards the meaning of parenting of the time as 
discussed in chapter one (section 1.4). The lack of acceptance of parental responsibility on the 
part of the father and its effect on the quality of life for the child is portrayed in Dickens novels of 
the time. An example is Oliver Twist (Dickens 1873) where he portrays a hard, loveless 
existence in which children were exploited. They were sent out from the workhouse to a 
miserable existence, being used for example as chimney sweeps, due to their smallness, an 
outcome of a poor, inadequate diet.   
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Government thinking today has changed in acknowledging both parents’ responsibilities to the 
child, but it can be argued that tracking down fathers who do not contribute to their child’s 
welfare is economic rather than altruistic. It is more a matter of removing financial responsibility 
from the state to the father. A further example of a modern day intervention, that of Sure Start 
as previously discussed in chapter two, can also be seen as a means of containing the problem 
of ‘inadequate parenting’ rather than solving it. Laurent (1999) raised concerns about lack of 
evaluation prior to rolling out the Sure Start Programme nationally, particularly in terms of 
outcome for the child. The issue here is whether it is ethically and morally right to impose a 
system on many vulnerable children and their parents without first subjecting it to rigorous 
evaluation. Government would argue that it is better to be seen to be doing something about a 
problem even if it is ineffective at best, or damaging at worst, rather than doing nothing. 
Laurent’s concerns would seem to be justified by results of a government commissioned study, 
that found young children in areas where the Sure Start programme was running did less well 
than children in poor areas that did not have the scheme (Community Practitioner 2005).  
 
No evidence was found that the Poor Laws, as detailed in table 3.1, and the workhouse system 
were subjected to evaluation before being introduced across the country. Evidence from the 
time, as previously discussed in this section, indicates that it did little to improve the quality of 
life for children. Life for children from poor families not relegated to the workhouse was hard, 
although it would appear that they did receive parental care (chapter one section 1.2). Although 
the workhouse system has long gone, having arguably been replaced with a system of benefits 
paid to those on low incomes or unemployed, no evidence has been found of trials to establish 
if the system worked prior to general implementation. There is, however, evidence to suggest 
that it does not work in protecting children from the harmful effects of poverty including poor 
diet, health and housing conditions. With 3.4 million children living in poverty in Britain, Sharma 
(2005) notes that poverty is the single greatest threat to children’s well-being in Britain.  
Although the government is committed to ending child poverty by 2020, the state benefit system  
 
for families is below the poverty level. State benefits alone are insufficient to raise families out of 
poverty. Families need good local services, employment opportunities supportive of family life 
and an adequate income. Children left in poverty are a social injustice, wasteful and costly for 
both the child and society as a whole (Sharma 2005). As with the introduction of Sure Start, it 
would appear that present day government has not learned lessons from the past, as although 
presenting these schemes as being altruistic in nature, they have been introduced for financial 
reasons and a way of dealing with a public nuisance. Present day government therefore 
appears no better than governments from the past at attempting to resolve the same problems 
and give the least well off children in society a better quality of life.  
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Government has been notably inconsistent in its thinking and actions. It insists on rigorous 
testing and trial evaluation for new drugs as to their safety and efficacy for use with both 
children and adults. Yet it has taken a very different attitude concerning a system involving 
interventions in people’s lives particularly the most vulnerable in society as in Sure Start. There 
was no pilot study and no evaluation prior to rollout nationwide. It can be viewed as no less 
dangerous to impose an untested system with potentially far reaching effects on the lives of 
young children and their parents as it would in allowing untested drugs to be used without first 
establishing their safety and efficacy. Government in respect of accountability could argue in 
their defence that parents have a choice as to whether or not they become involved in a Sure 
Start scheme and if there did appear to be adverse results for the child that the parent’s lifestyle 
was to blame rather than Sure Start. The possible adverse effects of a social intervention would 
be more difficult to prove than adverse drug effects, yet both could be equally damaging to the 
life of the child. In the current study, aim 2 (chapter one table 1.2) particularly acknowledges the 
importance of a pilot and its evaluation prior to introduction of a new tool into routine health 
visiting practice within a Primary Care NHS Trust. Yet the government appears to have ignored 
the potential importance of a pilot and evaluation prior to implementation of a national scheme. 
It could be said that government exercises power and overrules commonsense and any real 
concern for children’s welfare. The government’s argument appears to be that it is better to be 
seen to be dealing with a problem rather than any concern for the rightness or wrongness of 
their actions. 
 
 
 
 
 
 
 
 
Table 3.1 Overview of Government influences on the upbringing of children. 
Laws / Acts/Reports/15th to early 
21st century 
Brief explanation of what the Law/Act/report is concerned with. 
Poor Laws from 15th century Required each parish to provide work and parish houses for those incapable 
of supporting themselves.  
1834 New Poor Law Ensured poor, including children, housed in work houses, clothed and fed. 
Conditions Spartan and often scandalous. System officially ended 1913. 
1948 NHS Act Old Institutions became the “New hospitals” carrying stigmas of workhouse  
days. Free health care for all. 
Other significant Acts/Reports  
1848 Public Health Act Established first public officers of health 
1948 Children Act Basis of former Children’s Department 
1986 Cumberlege Report Stresses primary health care services should enable people to make 
informed choices about their own and their family’s health. 
1991 The Health of the Nation Focus on prevention, and  set agenda for health care for the future 
1998 Acheson Report Independent 
Inquiry into Inequalities in Health 
Emphasised the collaborative nature of public health work in improving the 
health of society as a whole including women of child bearing age, expectant 
mothers and young children. 
1998 Green Paper Supporting Setting up of Sure Start Centres, support to families, emphasis on teaching 
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Families parenting skills. Focus on disadvantaged areas.  
1999 Saving Lives: Our Healthier 
Nation 
Agenda for improving health of all groups in society including children and 
families 
Sure Start DFEE 2000 Aim to improve life chances of younger children through better access to 
early education, health services and family support. Parenting skills 
programmes feature of these projects. 
2001 Shifting the Balance of Power Primary Care Trusts become lead organisations in assessing, planning and 
securing services to improve health of local population – start by investing in 
promoting children’s health in the early years. 
2003 Every Child Matters Government’s response to the Laming Report 2003. It puts the role of parents 
first in improving outcomes for children. 
2004 The Children Act (Children Bill 
received royal assent in November 
2004) 
Puts in place arrangements for implementing proposals in Every Child 
Matters and appointment of a Children’s Commissioner at national level to 
ensure that children’s views and interests are kept at the heart of policy 
making. Arrangements for establishing Local Safeguarding Children Boards, 
the statutory  successors of the  non statutory Area Child Protection 
Committees. 
Development of 
Health Visiting 
 
1862 Ladies Sanitary Reform Association in Manchester and Salford   paid female 
visitors to visit poor families, dissemination of health knowledge amongst 
women and children.  
Late 19th century Florence Nightingale influential in starting health missioners’ training scheme. 
20th century Consolidation and establishment of health visiting practice in period between 
two world wars.  
1948 National Health Service 
(Qualification of health visitors and 
tuberculosis visitors regulation 
(statutory instrument no. 1415)) 
Required appointment of qualified health visitors to all health visitor posts.  
1956 Jameson Report Main function of health visitors was health education and social advice to 
families. 
1962 Health Visiting and Social 
Work Act (Training) Act (10 & 1 Eliz 
11, c 33).  
Acknowledged in statute two kinds of worker necessary. Set up training 
councils for each profession. 
1974  Health visiting came under the control of the NHS rather than the Local 
Authority and the Director of Public Health. 
Principles of health visiting determined following major reform of NHS, re-
examined 1991 to reflect government’s demand for assessment of health 
needs, and  assurance of quality and effectiveness of services.  
1990’s Development of training to degree level to improve service to children and 
families.  
2003  Emphasis on family centred public health role in line with government 
demands 
Development of Social Work 
 
19th century Creation and development of a wide spectrum of social work financed and 
run by philanthropic agencies, working alongside courts, hospitals and 
almshouses. 
20th century Has become increasingly a professional activity. 
1959 Working Party on Social Workers – purpose of social work to “help individuals 
or families with various problems----to achieve a better personal, family or 
social adjustment.”  
Laws/Acts/reports 15th to early 
21at century 
Brief explanation of what the Law/Act/Report is concerned with. 
1965 Seebohm Report Personal social services should help most vulnerable children and families in 
society, 
1974 Working Party on “Social Work Support for the Health Service” recommended 
collaboration between GP’s, hospitals and social services departments. 
1989 Children Act, 1999 Working 
Together to Safeguard Children, 
2000 Assessment Framework for 
children in need and their families, 
2006 Working Together to 
Safeguard Children.  
Growing importance of social workers in working together with both statutory 
and voluntary agencies in ensuring the paramountcy of the child’s welfare 
and assessing and provision of services to children in need. 
2003   Raising standard of social work training to degree level to improve service to 
children and families. 
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Table 3.1   Overview of Government influences on the upbringing of Children 
(continued from previous page). 
 
 
Table 3.1 traces the government influences on the upbringing of children from the Poor Laws of 
the 15th century to the early 20th century. The responsibility of the implementation of the Poor 
Laws from the 15th-19th centuries was placed with local parishes. There appears to have been 
lack of monitoring of standards nationally for the care and support afforded to adults and 
children in need. 
 
A move toward taking more responsibility nationally is indicated in the mid and late 19th century. 
Examples of this are the establishment of the first public officers of health and the development 
of health visiting to visit and advise poor families on health matters including cleanliness, and 
the creation and development of social work financed by philanthropic agencies. 
 
Changes in the 20th century at national level indicate further attempts to improve the quality of 
care and support afforded to children and their parents. These include the establishment of 
health visiting as a profession on a national footing and later that of social workers. The late 20th 
century focus was on establishing collaborative working between health, education and social 
services, with government directed initiatives, for example, Sure Start as previously discussed in 
chapter two (section 2.1). The early 21st century has seen a shifting of responsibility back down 
to local level but with nationally directed monitoring of standards. There is particular emphasis 
on involving children and young people in their care as seen in the Children Act 2004 that puts 
in place arrangements for implementing proposals from Every Child Matters (DOH 2003). This 
is a very different approach from earlier government influence on the upbringing of children. It 
remains to be seen whether the apparent improvement for the support of children and their 
parents is so in reality. Although table 3.1 outlines government influence on the upbringing of 
children, it does not indicate its reasons for so doing. These are discussed earlier in this section.  
 
 
 
 
3.2 Safeguarding children. 
 
In recent years, there has been a shift in thinking from using the term ‘child protection’ to 
‘safeguarding children’. The concept originated from concerns about children and young people 
in the care system and the need to widen thinking to include protecting all children from harm, 
as well as those who had gone through the child protection system (DOH 2002). Safeguarding 
and promoting the welfare of children is defined in Working Together (HM Government 2006) 
as: 
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• “protecting all children from maltreatment; 
• preventing impairment of children’s health or development; 
• ensuring that children are growing up in circumstances consistent with the provision of safe  
  and effective care” (HM Government 2006, pp.34-35). 
 
Working Together (HM Government 2006)) emphasises the need for effective collaboration 
between agencies in safeguarding including statutory organisations, professionals and the 
voluntary sector in safeguarding and promoting the welfare of children. It goes on to say that “all 
share a responsibility for safeguarding and promoting the welfare of children and young people” 
(HM Government 2006, p.39).   
 
The safeguarding concept is further reflected in the name of the statutory successor to the Area 
Child Protection Committee, the Local Safeguarding Children Board, discussed later in this 
chapter. This raises the question as to the nature of child abuse and society’s changing ideas 
about childhood. These are considered in the following section.   
 
3.3 The nature of childhood and child abuse. 
 
Child abuse is a socially defined construct dependent on cultural and socio-economic factors, 
and perceptions of childhood of a particular society and age. The term was not officially used in 
Britain until 1980 (Corby 2000), and it is difficult to apply it to previous ages, as the construct did 
not exist. The only possible approach is to consider how children were treated and how this 
would be viewed today. Yet some would argue, it is unfair to judge previous generations whose 
social conditions and concepts of the child were different from today. Even today, these are not 
the same universally. There are differing ideas about childhood and child abuse, even within 
countries, depending on the nature of the culture of that particular community. 
 
The nature of childhood is considered first, in an attempt to understand why society at different 
stages in history has held differing perceptions. According to Vandergriff (2005), the modern 
concept of childhood arose during the late 17th century. It consisted of two parts, firstly, the idea  
of childhood as a separate developmental state and secondly, whom it could be deservedly 
applied to broadened from being the prerogative of the upper class child to that of the lower 
classes. Until then, the latter had had an extended infancy up to the age of seven years. They 
were then plunged into the adult world. Burton (2001) differed in his view as to the 
commencement of the concept of childhood. He saw it as being invented in the 19th century as 
discussed earlier. These two differing views may be explained by the change in meaning of 
parenting as indicated in chapter one (section 1.4) from ‘to produce’ in the seventeenth century 
to that of ‘to act as a parent’ in the nineteenth century (The American Book of English Usage 
1996). It could be said that the concept of childhood as a separate state for the child being 
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dependent on the parent for care was in a process of evolution starting in the seventeenth 
century. Although childhood in the 19th century was still short for children in the poorest classes 
in Britain, according to Burton (2001), it was increasing in length particularly for those in more 
affluent families. 
 
The Puritan work ethic and the concept that children were tainted by original sin requiring 
physical punishment to suppress its manifestations, was misapplied according to Vandergriff 
(2005) by 18th century employers, leading to children being employed in industry where 
previously they had been employed in less onerous conditions in agriculture. Being kept 
productively occupied was necessary to save their souls (Vandergriff 2005). Today, child labour 
of this nature would be viewed as abusive, but at the time children were seen as an economic 
asset to the family (Kesson 1965). This example of a change in thinking can be viewed as a 
cultural perspective, illustrating the fact that there is no universal belief. 
 
Increasing industrial technology and a decrease in labour requirements in the 19th century 
influenced further changes in perceptions of childhood (Burton 2001). Children were seen as a 
social problem in the new urban areas. Sunday schools to attend to their moral and academic 
needs, followed by day schools and compulsory education were set up in an effort to contain it 
(Gardiner and Wenborn 1995). Factory acts of the time and compulsory education, although 
resulting in less child exploitation (Burton 2001), originated from less demand from industry for 
child labour rather than being thought of as altruistic in nature. Parental attitude to childhood 
has also been influenced by medical science as well as economic changes, leading to a 
reduction in the infant mortality rate. Parents could afford to have fewer of them and to become 
more emotionally involved with them (Kessen 1965).   
 
Historians, including Stone (1977), De Mause (1976) and Aries (1962) view childhood as a 
comparatively modern concept as previously discussed. With the exception of Aries, they 
consider that children were abused in earlier times as judged retrospectively by today’s 
standards. Others, including Boswell  (1988),  Houlbrooke (1984) and Pollock (1983),  disagree,  
stating that while standards of care for older children in particular may have been relatively 
lower, judged by society’s expectations today, they were not abusive. Ideas change over time, 
for example parental abuse of children is culturally far less acceptable today in England than 
one hundred years ago, although concerns were raised at the time by Lord Shaftesbury, an 
active 19th century social reformer concerned with children’s welfare (BMA no298). While it is 
necessary to be sensitive to cultural issues, Finkelhor and Korbin (1988) argue that some 
cultural practices, for example ritual clitoridectomy, should be viewed as universally abusive.  
 
The concept of childhood has changed over time, both in whom it applies to and its length, 
being influenced by economic, industrial and medical factors. The reduction in the high infant 
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mortality rate of the 19th century to the twentieth meant that parents could afford to have fewer 
children and to become more emotionally involved with them. These changes influenced the 
change in government thinking, recognising its duty to become involved in family life through 
appropriate agencies in cases of child abuse to protect the child 
 
3.4 Definitions of child abuse.    
 
When judged by today’s standards, child abuse has existed throughout history, in all races and 
strata of society, although the term was not formally used by the state until the 1960s. Differing 
definitions include violence against children, the battered child receiving physical, non-
accidental injury, a child being treated in an unacceptable way by an adult within a particular 
culture at a given time and inflicted gaps or deficits, preventing the optimal development of the 
child, (HM Government 2006, Corby 2000, Lewis in Browne, Davies and Stratton 1988, 
Finkelhor and Korbin 1988, The Council of the London Borough of Brent 1985, Kempe et al., 
1962).  
 
Southall et al., (2003) put forward a different concept, classification of child abuse by motive and 
degree rather than type of injury as detailed in table 3.2 (pages 60-61). The authors argue that if 
this approach to analysing abuse is taken, it could be more effective in protecting children. It 
would also remove the responsibility for dealing with the most severe form, deliberate 
premeditated child abuse undertaken for gain, from social services to a special interagency task 
force on criminal abuse established for the purpose. This proposal is similar to that put forward 
by the NSPCC in response to the Report of an inquiry by Lord Laming (2003). It acknowledges 
the complexity of these cases and the high level of expertise required to deal with them. The 
question is whether government, although stating their commitment to safeguarding children, 
would finance the proposed potentially costly system. It is comparatively easy to agree to 
proposals with no cost implication, but quite another matter when a cost is involved. 
 
A Abuse: premeditated ill treatment undertaken for gain by disturbed, dangerous, and 
manipulative individuals. 
B Active ill treatment: impulsively undertaken because of socio-economic pressures, lack of 
education, resources, and support, or mental illnesses. 
C Universal mild ill treatment: behaviour undertaken by all normal caring parents in all 
societies. 
D Neglect: defined here as an unintentional failure to supply the child’s needs.  
Table 3.2  Classification of child abuse by motive and degree rather than type of injury. 
(Southall et al., 2003). 
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At present, the decision as to whether a child has suffered abuse is made by a group of 
professionals at a child protection case conference, with the child’s name being placed on the 
local child protection register. This is normal practice in Britain, guided by advice and formal 
definitions of abuse and neglect (HM Government 2006, DOH, HO, DFE&E and Assembly for 
Wales 1999, DOH and DOES Welsh Office 1991). Conference has to consider whether or not 
the child is suffering from, or is likely to suffer from, significant harm. Categories for registration 
purposes are physical abuse, emotional abuse, sexual abuse and neglect. In accordance with 
section 11 of the Children Act 2004, the child protection register ceased to exist in 2008 being 
replaced by a list of children who have a child protection care plan. 
 
3.5 The nature of the abused and the abuser, and the effects of abuse.  
 
Certain children can be more vulnerable including those with disabilities or looked after in 
residential homes (Utting et al.,1997). Others include those with inferior health status, the 
premature, females, excess or unwanted, the illegitimate (Finkelhor and Korbin 1988) and 
children who have been previously abused. Siblings may often be affected (Meadow 1997), a 
particular issue in Safeguarding children in whom illness is fabricated or induced (DOH 2002). 
 
No single theory or factor can identify all abusers or potential abusers. Frosh (1995) stated that 
all forms of abuse involve an assertion of adult power over children, betrayal of trust and going 
against the protection and nurturing elements of the adult towards the child. As discussed in the 
Introduction page 1, children rely on the nurturing by adults in their development towards 
becoming stable mature adults themselves (Turner 1998). It could be said that older children 
who abuse younger ones take on the adult role, exercising power and betrayal of trust as well 
as abusing instead of nurturing.  
 
According to Corby (2000), physical abuse and neglect are often associated with young, 
immature parents with lone  parents, particularly  mothers, over represented in this  group. Men  
and adolescent boys make up the majority of sexual abusers, with father, or father substitutes in 
the case of sexual abuse, being likely to be older than physically abusing parents. There 
appeared to be no definitive link between parents who had themselves been abused as children 
abusing their own children. Other associated factors in abusers include alcohol and drug 
misuse, social isolation, criminality, previous abuse of a child and partner problems (Corby 
2000, Utting 1995). Adult mental health disorder, substance misuse and learning difficulties can 
result in child abuse (Royal College of Psychiatrists 2004). ‘Stop It Now’ (2003) reported that 
many sexual abusers first started offending as children themselves. As described, the effects 
can be many and varied, due to the complexity of children’s background, family and 
environment and include interpersonal problems, aggressive and suicidal behaviour, psychiatric 
disorders and cognitive impairment (Read 1998).  
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 There are a number of issues in relation to the effect on the child linked to parental behaviour. 
There is a link between emotional and behavioural disturbances in children and parental alcohol 
and drug misuse (Read 1998). Physical effects of abuse include stunted growth, speech and 
language delay (Skuse 1989). The ultimate cost of abuse is loss of life, illustrated by the public 
inquiries into children’s deaths from non-accidental injury over the past thirty years, including 
that into the death of Victoria Climbié (Report of an Inquiry by Lord Laming 2003). However, 
protective or resilience factors, including the degree of family support available, can protect 
some children from the effects of abuse. The protective nature of resilience has previously been 
discussed  (chapter 1 section 1.8).  
 
3.6 The nature of child protection. 
 
The nature of child protection, the protection of children from the harm of child abuse, starting a 
little over a hundred years ago, is the responsibility of all agencies and society as a whole, 
reasons being both moral and economic. Morally each child has the right to have the 
opportunity to achieve its potential in terms of good health and development, Children Act 1989 
(DOH 1989). In economic terms, children are the work force of the future (Jones 1996). It makes 
sense both morally and economically to afford children the best possible protection from abuse. 
 
The NSPCC rather than the State initially played a major part in setting up child protection 
systems (Corby 2000). Implementation of the Seebohm Report 1968, resulted in the unified 
social services department, with the current child protection system being established following 
Maria Colwell’s death in 1973. Further work emphasised the necessity of child protection 
policies and for a more ordered child protection service, highlighted through the report of the 
inquiry into child abuse in Cleveland 1988. This now exists, facilitated by DOH 1989, 1991 and 
1999.  Area  Child Protection  Committees (ACPCs) came into being in 1974,  their role being to  
co-ordinate agencies responsible for protecting children at risk (Corby 2000). Working Together 
(DOH 1999, HM Government 2006) gave further guidance on their role and statutory successor, 
Local Safeguarding Children Boards (LSCBs), including formulating procedures providing 
training and undertaking serious case reviews.  
 
A further development of this time was the preventative approach to child and family work rather 
than institutionalised child-care that Bowlby (1951) supported. He maintained institutional care 
was detrimental to the child, particularly maternal deprivation. Professional services moved 
towards a broader, family based service. Yet it remains a matter of debate as to whether the 
change was made on moral grounds or as a means of reducing the high cost of large numbers 
of children in institutionalised care. 
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Safeguarding children was further improved through the ACPC’s statutory successor the Local 
Safeguarding Children’s Board (LSCB).  The Children Act (2004) put in place the legislative 
proposals in the Green Paper Every Child Matters (DOH 2003) for the establishment and 
function of LSCBs further expounded in Every Child Matters: Next Steps (DFES 2003). It placed 
working together on a statutory footing for both the statutory, non-statutory, voluntary agencies 
and the community. It also put into effect recommendations from the Report of an Inquiry by 
Lord Laming (2003), monitored through Commission for Health Improvement (CHI 2004), 
regarding protecting children. It included establishment of a Children’s Commissioner ensuring 
children’s voices were heard and their interests kept at the heart of policy making. The planned 
transition from ACPCs to LSCBs could be said to demonstrate government’s seriousness in the 
way protecting children is viewed.  
 
Other influences on safeguarding children have come from central government, the professional 
and voluntary sectors. Responsibility for child protection has been devolved down from the old 
local health authorities to Primary Care Trusts (PCTs) as part of their public health 
responsibilities (Child Protection Responsibilities of Primary Care Trusts DOH 28 January 2002) 
in line with Shifting the Balance of Power within the NHS: Securing Delivery (DOH 2001). The 
Role Of Primary Care In The Protection Of Children From Abuse and Neglect (Royal College of 
General Practitioners 2003), published against the background of the Report of an Inquiry by 
Lord Laming (2003) is the first position statement concerning the protection of children from 
abuse and neglect in primary care reflected further in The GMS Contract (NHS Confederation 
and BMA 2003). 
 
The Framework for the Assessment of Children in Need and their Families (DOH, DE&E & HO 
2000) drew on requirements from the Children Act 1989 (DOH 1989) to provide care and 
protection for children as well as  reflecting the principles in the  United Nations  Convention  on 
 the Rights of the Child, ratified by the UK government in 1991. It provided guidance for use by 
professionals and other staff involved in undertaking assessment of children in need and their 
families in order to understand what was happening to the child and what their needs were.    
Promoting the Health of Looked After Children (DOH 2002) provides comprehensive guidance 
for the delivery of services from health and social services. What to Do if You’re Worried a Child 
is being Abused (DOH 2003) clearly stated that safeguarding children is the responsibility of 
everyone who comes into contact with them and their families. It sets out what everyone should 
do if they have concerns about a child’s welfare, offers guidance on information sharing and 
summarizes action to be taken where there are concerns about a child’s welfare. Yet, since the 
completion of the research, further developments raise questions as to the effectiveness of the 
present system to safeguard children. These include the death of baby P (child A) Haringay 
2007, the same area where Victoria Climbié died, and the deaths of a number of children in 
Doncaster since 2004 from apparent non-accidental injury. In spite of the increased emphasis 
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on working together, it would appear that there are areas where this is failing to happen as 
events in Haringay and Doncaster would suggest. 
 
Every Child Matters (DOH 2003) affirmed government support for effective information sharing 
by development of a common assessment framework, the Integrated Children’s System (DFES 
2002). Children in whom Illness is Fabricated or Induced (DOH 2002), formulated within the 
framework of Working Together Under the Children Act 1989 (DOH, DOES Welsh Office 1999) 
and the Framework for the Assessment of Children in Need and their Families (DOH 2000), 
provided supplementary guidance to safeguard children in this situation.  
 
Getting the Right Start: National Service Framework (NSF) for Children, Young People and 
Maternity Services Standard 5 Safeguarding Children and Young People (DOH 2004) is 
particularly relevant to the safeguarding concept. It emphasises that safeguarding children and 
young people is a priority for all agencies and that all agencies must work together in the 
prevention of abuse by promoting their welfare, identifying their needs, providing protection and 
support services and treatment for them. While implementation of the entire NSF is planned 
over the next ten years, this standard should be implemented now, complementing work already 
done through other recent government, professional and local initiatives previously mentioned. 
  
Other influences on safeguarding children emanating from the voluntary sector include the 
following.  ChildLine, set up in 1986, offers a valuable phone line for children of any age if they 
feel they are suffering from abuse. Kidscape, set up in 1984, which is potentially of more use to 
the under fives, emphasises teaching children to recognise potentially dangerous situations and 
how to cope with them.  
 
An example of a more recent public health initiative to safeguard children is ‘Stop It Now UK 
and Ireland ‘. Originating in the USA in 1993, the aim is to protect children from sexual abuse 
through primary prevention by means of education and counselling, aimed at adults who either 
are, or think they may be, at risk of abusing children in this way. 
 
Much has been done in the last hundred years in seeking to protect children from abuse with 
much of the impetus originating with voluntary agencies, in particular the NSPCC. This is 
significant, as it would have been expected to originate from government. Without the input from 
voluntary agencies it is debatable as to whether progress in child protection work would have 
been made to the extent that it has. Although the ensuing inquiry with regard to the death of 
Victoria Climbié (Laming 2003) appears to have acted as a catalyst in eliciting action from 
government to protect children, the initial demand came from the public. However, the problem 
of child abuse in all its forms remains. It would be unrealistic to expect to eliminate it completely, 
and government acts and local legislation alone will not be effective. There has to be a 
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willingness on the part of statutory and non-statutory agencies, and the public in general, to 
work together to protect children from abuse.  
 
3.7 Working together in partnership with parents and children to protect children through 
‘good enough parenting’. 
 
HM Government (2006) and DOH (1999) stated it was essential for all agencies to work in 
partnership with parents and children in serving the best interests of the child. This was largely 
due to recommendations of the Report of the Inquiry into Child Abuse in Cleveland (1988), and 
is at the heart of the Children Act (1989). The partnership approach can empower and enable 
parents to do a good enough job in bringing up their children and exercise parental 
responsibility. In practice, Birchall (1995) found most people agreed with this approach. 
However, partnership with children is inevitably very limited in the under fives age group due to 
the absence of, or their limited cognitive abilities and verbal skills to express their thoughts, 
wishes and feelings. Partnership with parents/carers is important to gain knowledge and 
understanding about these children,. The same applies to partnership with professionals with 
knowledge, understanding and experience of child development. This is where Health Visitors 
have a key role to play in the promotion of children’s health and development in child protection 
(DOH Welsh Office 1995, DOH 1996). They are a crucial link in the mesh of front line 
observation and support (Birchall 1995), and have a legal and professional duty to care for 
clients and patients (The NMC Code of Professional Conduct 2002), yet many have only limited 
knowledge and training in child protection.  
 
 
Health visitors routinely offer support and guidance to all parents in the care of their children. 
Traditionally, their role in child protection has been to monitor the child’s health and 
development (Birchall 1995) but increasingly their role in assessment of and help in improving 
parenting is being expected (DOH, DOE & E, HO 2000). It cannot be assumed that because a 
child’s name is not on the child protection register that parenting received is ‘good enough’ as 
this may not be the case. Health visitors, together with other professionals in health and social 
services, have a role to play in primary prevention embracing the spirit of Working Together (HM 
Government 2006) in working with parents of young children to improve parenting skills to afford 
children the opportunity to achieve their potential.  
 
A number of paediatricians have expressed their views on working with parents to help in their 
parenting role. Sheridan (1975) reinforced this approach in her work by emphasising the fact 
that all parents require guidance regarding the upbringing of children to ensure their optimum 
physical development and mental health. Hall and Elliman (2003) support this view. Parents are 
the natural teachers in early training of children as Rousseau also stated.  Bellman et al., (1996) 
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emphasised the need for professionals to work in partnership with parents and advocated the 
use of the developmental screening tool The Schedule of Growing Skills ll in helping parents to 
understand how they could improve their parenting to help their child. Illingworth (1987) made 
no direct reference to parenting from the paediatric perspective. He did however emphasise the 
importance of being open with parents and informing them as soon as possible if a child had a 
handicap and in gaining their co-operation. 
 
Protecting children through ‘good enough parenting’ involves both multi-agency and multi-
disciplinary working with the child and family, the aim being to improve parenting. Working with 
lone and young or immature parents to improve their parenting skills could help to reduce 
physical abuse and neglect, a common issue in these groups according to Corby (2000). 
Providing the right help and support for parents with mental health problems and those with 
learning difficulties could help to reduce the same forms of abuse in their children as Sheerin 
(1998) pointed out (chapter 2 section 2.5). It is not enough however, to provide help and 
support, it has to be evaluated to ensure that it is of the right kind, the right amount and at the 
right time. The purpose of the tool developed in this study was to aid in the assessment of 
parenting skills to identify areas where help was needed linking to aims 3 and 6 of the study 
(see chapter one table 1.2). 
 
3.8 Summary of the literature in this chapter. 
 
Literature in this chapter provides important background information relevant to the current 
project  by  acknowledging  the  value of  children  in  today’s  society  in  this  country, and  that  
safeguarding them is everyone’s responsibility. It considers Government’s influence on 
parenting, the concept of childhood and the nature of child abuse and child protection and the 
importance of working together to safeguard children. 
 
An overview of the development of child protection over the past one hundred years is given as 
described in section 3.6 and the plethora of reports, acts and publications both prior to and 
following the Report of the Enquiry by Lord Laming (2003) aimed at improving safeguarding 
children. Particular emphasis is given to working together and staff training in child protection. 
Other significant factors are the establishment of Local Safeguarding Children Boards as 
statutory successors of the Area Child Protection Committees and the appointment of a 
Commissioner for Children to ensure the child’s voice is heard at national level (Every Child 
Matters DOH 2003 and Working Together to Safeguard Children 2006). The broadening of the 
health visitor role in child protection and teaching of parenting skills as a means of primary and 
secondary prevention is also explored (Birchall 1995). 
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Much has been achieved in the past hundred years in seeking to protect children from abuse as 
indicated previously in this chapter (Public Health Act 1848, Children Act 1948, Seebohm 
Report 1955, Health Visiting and Social Work Act 1962, Sure Start DFEE 2000, Children Act 
1989 and 2004, Working Together to Safeguard Children 2006). Voluntary agencies rather than 
government have been largely responsible for initiating change, although arguably the prime 
responsibility rests with government. Lord Shaftsbury (BMA no 298) and the NSPCC (Corby 
2000) are notable examples of voluntary influence on initiating change to protect children from 
abuse. In spite of the progress made, it would be unrealistic to expect to eliminate child abuse 
completely. There has to be a willingness on the part of both the statutory and voluntary 
agencies and the general public to work together to protect children. While carrying out remedial 
work with the child and family is vitally important, a further step is required. That step is outcome 
evaluation.  
 
Literature explored in this chapter, provides further evidence for seeking to ensure that 
parenting is ‘good enough’ to enable young children to progress developmentally and to have 
the opportunity to achieve their potential. It provides further evidence for answering research 
questions 1 and 2 and the links to the project research aims 1and 6 (chapter one table 1.2). 
 
In spite of the improvements made in relation to safeguarding, legislation alone is not enough to 
protect children from abuse. The incidents alluded to earlier in Haringay and Doncaster 
demonstrate this fact. The reality is that legislation has to be put into practice, and practice 
needs to be constantly evaluated if it is to be effective in protecting children from abuse. 
 
 
3.9 Consideration of the literature in the first three chapters.  
 
The literature is reviewed and analysed to attempt to provide information about the research 
questions (chapter one table 1.2). Identification of the links to the aims of the study are sought 
(chapter table 1.2) and the conceptual framework given (figure 3.1). An effort has been made to 
identify any gaps in the literature and any new material or understanding. Information is 
organised around the four research questions.  
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Child development            Parenting                          Government influences on:  
1.3                                           1.2                                        a) the upbringing of children  
1.7                                           2.1-2.8                                   Table 3.1 
Childhood                                                                           b) Safeguarding children 
1.2, 3.3.                                                                                     3.1-3.7 
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      Developmental  
      Progress – 
      Physical 
      Social 
      Emotional 
      Cognitive 
                                                             Parenting skills 
 
        
                   
 
                                        Recognition, motivation, action enabling parent to 
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                                  block factors in self  that can adversely affect parenting 
                                                                                            2              
          1                                                  
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the parent/child relationship.                      parent/child relationship.        
 
Figure 3.1 Conceptual framework linking child development and parenting, with links to the 
literature in chapters. (Figure 3.1 is the same as figure 1.2 with the addition of the literature 
links). 
 
 
Key to abbreviations  
C = Child, P=Parent, F&E=Family and environment                                                                                  
B = factors that may adversely affect parenting. 
A = factors that influence parenting positively. 
1 = parent blocking factors in the child that may adversely affect parenting. 
2 = parent blocking factors in the family and environment that may adversely affect parenting.  
 
 
 
 
 
 
 
 
1. Is there a relationship between parenting skills and young children’s developmental 
progress?  
The literature affirms the link between parenting skills and young children’s developmental 
progress highlighting the fact that parenting skills are needed to give age appropriate care for 
the child to achieve developmental progress (Hall and Elliman 2003, Grantham-McGregor et al., 
1999, Illingworth 1987). Winnicott’s (1965) construct of ‘good enough parenting’ which was 
further developed by Hoghughi and Speight (1998) adds further understanding of the two way 
relationship that Bailey (2002) sees as involving both parents.  
 
Within chapter two, the researcher draws attention to the Government’s acceptance of the 
relationship as reflected in Sure Start (DOH 1998). Azar (2002) sees it as a social construct 
enabling children to become independent adults. Wacharasin, Barnard and Spieker (2003) point 
out that parental knowledge of child development affects all aspects of their parenting and the 
child’s development within the relationship, although there is no universal pattern of parenting. 
Tarkka’s (2002) study supports Winnicott’s (1965) ‘good enough parenting’ construct. There are 
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a number of factors that can hinder or facilitate the parent-child relationship. These include 
deficits in good enough parenting, factors in the parent including mental and physical health, 
factors in the child, for example deformity and immaturity, factors in the environment, including 
parental separation or the effects of culture and ethnicity (discussed in chapter two). Literature 
in chapter three acknowledges the relationship between parenting skills and young children’s 
developmental progress in the specific area of safeguarding children, government’s acceptance 
of the link and its influence upon it.   
 
Identified issues within chapter two that need to be addressed are first there is little knowledge 
of the child’s attachment to the father. Bowlby (1953) ignores this, but Siegler et al., (2002) state 
that attachment is dependent to some extent on how secure the child’s attachment is to the 
mother.  The problem then is whether the father can raise the child successfully if the mother is 
absent, which is what Green (1999) asserts can happen. A second issue is where the first-born 
child dies, or leaves the home for other reasons. No literature was found concerning whether 
the second or next surviving child takes on the role of first-born, and how the parents and other 
siblings adapt to the change.  
 
2.  Does teaching parenting skills to parents of young children improve parenting skills? 
The researcher drew attention to literature in chapter one that affirms this. Yet it cannot be 
assumed that those who have this experience learn appropriate skills. Today, a balance 
between learning from professionals, parents or others is required (Fraser 2003, Green 1999, 
Billingham 1991).  
 
 
Literature reviewed in chapter one indicates the Government’s recognition of this fact (DFEE 
1999) that Duncan and Magnusson’s (2002) work supports (chapter two section 2.8). Parents 
need to possess parenting skills and be both knowledgeable and effective doers as indicated in 
Bandura’s (1977) self-efficacy work. The reason for using parenting skills, meaning parents 
having or acquiring the skills to parent their children in this study, instead of competence or 
abilities (Waite 2001, While 1994), is discussed in chapter two. It provides new understanding of 
the term and its appropriateness in this study. Literature contained in chapter three supports the 
teaching of parenting skills as a means of primary and secondary prevention (Birchall 1995, HM 
Government 2006). 
 
Initial lack of evaluation of the national Sure Start project justifies the approach taken in this 
study to measure the outcome for both the parent and the child in teaching to improve parenting 
skills. This links to the research aims 2, 3 and 6 and their link with the conceptual framework. In 
this way, problems can be identified and rectified early for the benefit of the child. 
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3. Does the practical application of improved parenting skills improve the developmental   
progress of young children? 
The literature reviewed in chapter one acknowledges a link between parental influence and 
young children’s development (Burton 2001, Grantham-McGregor et al., 1998, Illingworth 1987, 
Sheridan 1975, Gesell 1929 and 1948, Rousseau 1762, Peddle 2001 on Augustine in the 4th 
century). The practical application of parenting skills in relation to child development is 
supported in Bandura’s (1997) work. Coleman et al’s (2002) study of parents with children aged 
19-25 months also confirms this relationship. In chapter two, literature reviewed concerning 
Duncan and Magnusson’s (2002) work also supports the teaching of parenting skills and their 
practical application in improving young children’s developmental progress. There is no direct 
information to answer this question in chapter three. 
 
The literature reviewed did not yield any study concerning measuring parenting self-beliefs (self-
efficacy) regarding parenting skills and young children’s developmental progress (age band 0-5 
years), before and after teaching parenting skills, as in the current study. This study seeks to do 
so in aims 3, 4 and 6 linked to 3a, 4a and 6a (indication of the link of the study aims with the 
conceptual framework (chapter one table 1.2). Similarly, although Winnicott (1965) does 
acknowledge the necessity of the continuing delivery of ‘good enough parenting’, he does not 
identify a means of measuring it. This justifies aims 2 and 3 and their links with the conceptual 
framework (chapter one table 1.2) to measure the development of the child and the parent’s 
beliefs concerning their parenting skills.  
 
 
4.  What is it in the impact of inadequate parenting skills on the child that enables one 
child to cope while another does not? 
The literature reviewed in chapter one provides some information about resilience. It is a 
composite of development, genetic inheritance and environmental factors (Gilligan 2000, 
Sarafino 1994), resilience factors appearing to protect a child in circumstances where parenting 
is not ‘good enough’ (Hoghughi and Speight 1998). Yet this does not explain why some children 
do not progress when parenting is apparently ‘good enough’ and there are no medical 
problems. Failure to answer this question fully led to asking whether failure to progress is due to 
the missing factor, resilience, or an insufficient amount of it. If the nature of resilience could be 
identified, could its growth then be encouraged? Lack of information justifies developing study 
aim 5 to seek to identify what it is that encourages the growth of resilience in the child. 
 
The following chapter is concerned with the methodology and methods used within the study. 
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CHAPTER  FOUR   
 
METHODOLOGY AND METHODS.  
 
This chapter commences by considering ontological and epistemological issues in relation to 
the study, and the formulation of the conceptual framework as a result of the literature review. It 
then examines the methodologies used in the study. It considers the reason for the choice of 
action research and includes a figure indicating the stages of the first action research cycle. The 
use of triangulation and how it is used in the case study approach is discussed, followed by data 
collection methods used in the study. Validity and reliability in relation to the tools used in action 
research cycles one and two in the study is considered. Ethical issues as they apply to cycle 
one are discussed, with particular reference to the importance of safeguarding children from any 
possible harm through the research process. 
 
The stages 1 to 5c of the first action research cycle are given. These include the exploration of 
the attitude to the possible change of developmental screening tool used in health visiting 
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practice. Respondents at this stage were those most likely to be affected by the change – health 
visitors, parents of young children, social workers and GPs).  Results from the data analysed 
are discussed, following which health visitor training in the use of the new tool, The Schedule of 
Growing Skills l is outlined together with the rationale for training.  
 
4.1 Ontological and epistemological issues in relation to this study. 
 
Knowledge relating to this study was discovered from the researcher’s experience of working 
with children and their parents as well as from the literature review. Knowledge is not something 
that is fixed, but varies according to history, gender and ethnicity, as borne out in the literature 
contained in chapter one concerning children and parents in the Victorian era.  
 
Ontology, according to Gruber (1995) is a specification of a conceptualisation and a means of 
sharing knowledge. When applying this to the conceptual framework in this study, it means that 
the framework is a description of the concept and relationship that exists between the child and 
the parent, and the family and environment within which that relationship exists. The framework 
is a means of conveying the knowledge of that relationship to others concerned with it. 
 
Having conceptualised the parent-child relationship, epistemology is of value, as it considers the 
nature and scope, or limitations of knowledge (Morton 2002). Knowledge consists of shared 
understanding between individuals and groups, important in this study, as respondent health 
visitors in particular were involved with the researcher in the research process.   
 
This study is concerned with knowing that there is a relationship between parenting skills and 
young children’s developmental progress. Information in the literature review indicated that the 
relationship existed. There were two issues regarding that relationship. Firstly, the need to show 
that there was a relationship between parenting skills and young children’s developmental 
progress, and secondly, that teaching parenting skills and the practical application of improved 
skills, improved a young child’s developmental progress.  
 
Action research was used as the overarching methodology in this study, because its flexibility 
allowed for different methodologies and data collection methods to be used relevant to the 
stage of the study, and it supported collaborative working between researcher and respondents. 
Using several methods increases the likelihood of the truth of results and knowledge gained 
through them (Jick 1979). This approach fits with seeking to gain knowledge and understanding 
regarding the parent-child relationship in the study. Action research is discussed later in this 
chapter. 
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4.2 The conceptual framework. 
 
Child development                     Parenting                          Government influences on:  
1.3.   1.1, 1.2                              a) the upbringing of children 
1.4.   2.1-2.8                                   Table 3.1           
Childhood                                                                           b) Safeguarding children 
2.3, 3.3.                                                                                     3.1-3.7 
Self-efficacy & self-esteem 
1.6 
          Child                                 Parent                              Family & Environment 
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                                  block factors in self  that can adversely affect parenting 
                                                                                            2              
          1                                                  
                                                               
 
 
 
 
Child growing towards adulthood              Child growing towards adulthood   
and maturity receiving                               at risk of immaturity due to receiving  
‘good enough’ parenting within                  inadequate parenting within the      
the parent/child relationship.                      parent/child relationship.        
 
Figure 4.1 Conceptual framework linking child development and parenting, and family and 
environment, and links to the literature in chapters one, two and three. 
 
 
Key to abbreviations  
C = Child, P=Parent, F&E=Family and environment                                                                                  
B = factors that may adversely affect parenting. 
A = factors that influence parenting positively. 
1 = parent blocking factors in the child that may adversely affect parenting. 
2 = parent blocking factors in the family and environment that may adversely affect parenting.  
 
 
The conceptual framework, its purpose and explanation of it have been previously discussed  
(chapter one section 1.12). There is a difference to the conceptual framework seen in this 
chapter as a result of the literature review. The framework has been used to  indicate where the  
different parts of the literature reviewed actually fit within it. It shows graphically the ongoing 
relationship between the parent and child, and the impact of family and environment upon that 
relationship. The literature reviewed as indicated against each section of the framework aims to 
reinforce the relationship between each of the three parts. 
 
The importance of the literature reviewed indicating the relationship as conceptualised in the 
framework has formed a valuable basis upon which to conduct the study. The first part concerns 
the identification and introduction of an appropriate tool to evaluate young children’s 
developmental progress (The Schedule of Growing Skills l, SOGS l). The second part involves 
the development of the Parenting Skills Scale (PSS) for use with parents, and its use and 
evaluation in conjunction with SOGS ll. The concept of the use of the two tools in conjunction, 
originated from the relationship between parenting skills and young children’s developmental 
progress affirmed in the literature reviewed and illustrated in the conceptual framework. 
 
4.3 Rationale for the methodologies used in the study. 
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The intellectual basis of this study is concerned with the broad issues of parenting. It examines 
the effect on the child as an individual and as a member of society, what constitutes a ‘good 
enough’ parent, the styles of parenting, and the family within which it takes place. The focus of 
this research is particularly on the individual parenting that the child receives.  
 
The origins of the study arose from health visitors and community practice teachers voicing their 
concerns about the quality of the developmental screening tool they were currently using within 
the Primary Care NHS Trust. They wanted to change to a research-based tool acceptable to 
those most closely affected by it and to management. In view of the intellectual basis of this 
study, the overarching paradigms are quantitative and qualitative. The methodology employed 
in the study is action research as a means that allowed professionals and researcher to work 
together was required to bring about the desired change, and where change could be 
evaluated.  
 
Action research has its origins in work by Lewin (1947). He argues that action research should 
take place in fieldwork under controlled rather than experimental conditions, key requirements 
being social practices that are susceptible to improvement. Lewin (1947) describes the action 
process as a spiral of planning, action, observing and reflecting, emphasising the importance of 
the sequence of steps. Each step influences the later steps in the project and it is not possible 
to predict the outcome at the start of the process. Lewin does not suggest that the methods 
used in each stage of the cycle need to be the same. Each cycle, once completed, necessitates 
moving to the next. Although he stipulates the involvement of participants in the research, in this 
study it is only partially true as the researcher was the project researcher and became the 
change agent of the change in practice.   
 
O’Brien (1998) sees action research as aiming to study a system and at the same time to work 
with members of that system in effecting change in what is collaboratively agreed as a desirable 
direction. It focuses on involving members of the system in the research, the premise being that 
people learn most effectively and more willingly when they are actively involved. Action 
research also has a social dimension in that the research takes place in real life situations and 
its aim is to solve real problems.  
 
Action research, according to Cohen et al., (2000), is a powerful tool for change and 
improvement at local level. It can be used by groups working with the researcher and other 
interested parties in a variety of settings. It bridges the gap between research and practice 
combining diagnosis of a problem with reflection on the practical aspects that participants 
identify that are capable of being changed. Working with the researcher can empower 
participants enabling them to feel in control of the direction of change, important aspects when 
considering the methodology required in this study (Cohen et al., 2000).  
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Cohen et al., (2000), exploring action research in education, differentiated between scientific 
method and applied research, but agrees with Lewin (1947) on the participatory process of 
researcher and practitioner. Easterby-Smith, Thorpe and Lowe (1996) also see it as an 
educational process, supporting collaboration between researcher and participants leading to 
the development of shared understanding with both likely to learn from the process. Beale 
(2004) stresses that of all research methods it is action research that starts with the concept 
that research should lead to change.  
 
Action research’s flexibility means that different methodologies can be used within it and a 
variety of different data collection methods (Cohen et al., 2000). Hence, this approach has been 
used in this study together with its support of collaborative working between researcher and 
participants leading to change in practice. The following figure indicates how action research 
was used in the study. The first action research cycle is concerned with the introduction of 
SOGS l into health visiting practice and its evaluation. 
 
 
 
 
 
 
                                                                                                                          
Second cycle            
                                                                                                                                
 Stage 1                                                       
Identification of the problem. 
                                                                                                               
                                                                                                              Stage 8                  
Stage 2                                                                                                   Interpret the data. 
Discussion and negotiation with  
interested  parties.                                                                                       .        
 
 
Stage 3 
 Review of the literature.                                                              7b Evaluation of data                                  
                                                                                                from  register  children’s                      
                                                                                                       health visitors.    
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Stage 4                                                                           
 Redefinition of the problem.                                                                                           
                                                                                  Stage 7 Evaluation procedures.      
                                                                                  7a Evaluation of data from health visitors         
                                                                                       following  introduction of SOGS l into 
Stage 5                                                                          routine health visiting practice. 
 Selection of research method.                                                                         
5a Pilot phase. 
5b Exploratory phase. 
5c Education of health visitors in the use of SOGS l. 
5d Introduction of SOGS l into routine health visitor  
      practice.                                                         
 
                                                                  Stage 6 
                                                         Conduct the research.     
 
Figure 4. 2 Stages in Action Research first cycle as identified by Cohen and Manion (1994), 
incorporating the cyclical approach of Lewin (1947). 
 
Triangulation is the use of more than one method in a research strategy. According to Jick 
(1979) it has its origins in navigation and military strategy where multiple reference points are 
used to locate the exact position of an object allowing for greater accuracy. Jick (1979) states 
that the same argument has been used in social sciences. In relation to this study, using a 
combination of methodologies can lead to more valid results and a more holistic portrayal of 
what is being studied. Triangulation can also lead to the uncovering of some unique variance 
that may not have been possible if only a single method had been used, with qualitative 
methods particularly playing a role. ‘Between or across’ methods type of triangulation is the 
most popular use of triangulation and is the type used in this study where two or more methods 
are used and there is agreement or consistency between results (Jick 1979).  
In triangulation where qualitative and quantitative methods are used, each method has both 
assets and liabilities (Jick 1979). The strength of triangulation is that it is said to exploit the 
assets and neutralise rather than compound the liabilities. Where GP interviews were 
concerned a more in-depth understanding of their view to the proposed change was obtained 
(qualitative data), but as the numbers were small they could not be seen as representative of all 
GPs. The results of questionnaires for health visitors were more representative of the group, but 
data were more superficial (quantitative data). Results from the two groups taken together show 
agreement or congruence, indicating results are more likely to be true.  
 
A further benefit of using the multi-method approach is it can produce surprises (Jick 1979).  
This was the case in the first action research cycle in evaluating the use of SOGS l in the 
specialist area of child protection. Qualitative health visitor interview data indicated poor 
parenting as a problem, and SOGS l quantitative data indicated developmental delay in the 
child. Although the numbers in this study were small, literature discussed in chapters one and 
two linking parenting and young children’s developmental progress supports this result. An 
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example where the multi-method approach was used in the second cycle is described in 
chapter seven to find out the result of teaching parenting skills to parents in terms of the 
outcome for both the parent and the child. PSS developed for this purpose as described in 
chapter six was used with the parent and SOGS ll with the child. Observations of health visitors 
involved with each of the five centres where parenting skills were taught were compared with 
results of PSS and SOGS ll indicating congruence supporting the validity of the results. 
 
The protocol of methodological triangulation is used within the case study approach to give 
confidence to interpretation (Stake 1995). Methods in case study, as Stake (1995) states, are 
observation, interview and document review. The following table 4.1 indicates the data collected 
and if extra confirmation is required to give confidence to interpretation (with acknowledgement 
of Stake 1995).  
 
 
Type of data Data situation Need for triangulation 
Observation – obtained from 
health visitors in recounting story 
of each family to the researcher 
(recorded manually at the time 
then written up immediately 
following the session). 
Different observers for each 
case study so description 
could be contested. 
Requires confirmation. 
Interviews – with health visitors 
following the initial and first 
review case conference. (These 
were recorded then transcribed 
following the interview). 
Different observers for each 
case so views could differ 
on commonalities and 
differences identified. 
Requires confirmation. 
Document review – Review of 
The Schedule of Growing Skills l 
scores (SOGS l) for each child 
before the initial case conference 
and the first review case 
conference. 
May be slight variation in 
the use of SOGS l by 
different health visitors but 
all trained in its use.  
Requires little effort 
toward confirmation. 
Document review – 
Comparison of each child’s 
SOGS l scores with National 
Profile SOGS l score for the child 
at a particular age. 
National Profile  SOGS l 
score previously validated 
but may be slight variation 
in the use of SOGS l by 
different health visitors in 
Dudley although all trained 
in its use. 
Requires little effort 
toward confirmation. 
 Table 4.1 indicating the type of data, data situation and need for triangulation in the 
case study stage of the study. 
 
The case study approach was used in the first action research cycle in obtaining data for the 
specialist area of health visiting practice for two reasons. Firstly, as Stake (1995) states, in 
education and social services the cases of interest are people and programmes; in this case it is 
young children and their parents. Stake (1995) sees the general purpose of case studies as 
being to understand the uniqueness of each and the commonalities between them. The 
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collective case study is the type used in this project where each case study is instrumental in 
learning about the effects of multi-agency working with the child and family on the child’s 
developmental progress. It identified what factors were common to each family that appeared to 
encourage developmental progress in the young child and those that did not.  
 
Difficulties can arise in the choice of cases, there being no choice at all in some instances, as 
Stake (1995) acknowledges. In this study, choice was limited to those children whose names 
were on Dudley child protection register having an initial child protection case conference and 
first review case conference within the six-month period of this part of the study. Additionally, 
children had to live in Dudley, have a Dudley GP and health visitor. This was a sample of 
convenience.  
 
Numbers were small, six in total, and as Stake (1995) states, superficially this seems a poor 
basis for generalisation. Yet, he argues the same problems or responses may recur hence 
generalisations can be drawn. An example in the case studies were two recurring factors, the 
apparent link between the child’s developmental progress and parental co-operation with 
agencies to improve their parenting skills. As Stake (1995) avers, these are rarely new 
understandings but rather a refinement of an understanding as is true here.  
 
The case study was written as a ‘story’ summarizing information health visitors gave when 
interviewed. It was their account of the child and family circumstances prior to the initial case 
conference. Interpretation of this information was influenced by why the situation within the 
family had deteriorated to the point where the child’s name had been placed on the child 
protection register from the health visitor ‘story’, then subsequent improvement, or lack of it, 
from interviews with health visitors following the initial and first review case conference. 
Quantitative data were from the individual child’s SOGS l scores and comparison with the 
National Profile SOGS l score. This confirmed health visitor views (qualitative data) indicating 
how triangulation methodology was used to give confidence to findings. Document review 
consisting of perusal of SOGS l scores was considered permissible, as discussed in section 4.8 
and chapter five (section 5.8) as it did not contravene the Data Protection Act 1984 (Cohen et 
al., 2000). At this stage of the study the researcher was acting as a community practice teacher 
engaged in both teaching and practice in health visiting. The researcher acted in this dual 
capacity in bringing about change in practice using both the education and research 
perspectives.  
 
The stages of the action research process (Cohen et al., 2000) were used, acknowledging the 
usefulness of the educational approach to action research in the workplace as Beale (2004) 
advocates. This approach concurs with Lewin’s (1947) work on action research, but 
emphasises the educational approach to change applicable to this study. Two cycles showing 
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the stages of the entire study are given, the first in this chapter figure 4.2 and the second in 
chapter seven figure 7.1.   
 
The study’s first cycle is concerned with health visiting practice and the assessment of young 
children’s developmental progress. Having identified the most appropriate tool to use in 
developmental screening of young children, SOGS l (Reynolds 1992a), it then required 
integration into practice. The second cycle evolved from the first, identifying a link between 
parenting skills and young children’s developmental progress. This led to development and 
evaluation of a tool to use in conjunction with SOGS ll as previously discussed.  
 
 
 
4.4 Data collection methods used within the study. 
 
 This section considers the several data collection methods used with the study, some 
quantitative and some qualitative. As Bowling (1997) identifies, an effective means of evaluating 
the process of investigating a problem is developing a plan to deal with it, in this case action 
research. Triangulation is used for the reasons previously discussed. The different data 
collection methods used in the study are now discussed. 
 
Questionnaire use is a method of obtaining data from respondents through self-administration 
of questions. Data can be quantitative and qualitative and can be comparatively economic in 
terms of cost and time to collect. It is best for collecting factual information, but can be subject to 
error in collecting information concerning attitudes and behaviour. A drawback can be 
misinterpretation of questions (Bowling 1997) meaning questions must be worded clearly, 
simply and unambiguously. A pre-coded response may mean there is an insufficient choice to 
cover all answers that respondents wish to give, some being forced to give an answer that does 
not fully represent their view. There is also a danger in assuming that all respondents will 
understand the wording of questions in the same way, as some will interpret concepts 
differently.  
 
In the first cycle of this study, questionnaires contain attitude questions to find out the attitude of 
respondents to possible change. These direct the respondents to look inside themselves, to 
consider their response to events and situations taking place in their lives as Kirakowski (2000) 
describes. Respondents were health visitors, parents of young children, social workers and GPs 
(See appendix 3 questionnaires for health visitors, parents of young children, social workers 
and semi-structured interview schedule for GPs). In this case it was the proposed change to 
working with a different developmental screening tool for use with young children, respondents’ 
feelings as to its effectiveness, and if they felt in control of the proposed direction of change in 
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practice. An understanding of the possible attitude to the proposed change of those most likely 
to be directly affected by it was important. The outcome was dependent on their agreement and 
working collaboratively to effect change. 
 
Both structured questionnaires and semi-structured interview schedules were used 
incorporating attitude questions. Structured questionnaires using fixed questions presented to 
respondents in the same order and with mainly pre-coded choices. The semi-structured 
interview schedules included mainly fixed questions but with no or few response codes. Semi-
structured interview schedules can be used flexibly, enabling the interviewer to probe and to 
allow the respondent to raise other relevant issues not covered by the interview schedule or ask 
questions out of order when it appears appropriate.  
The reason for choosing to use short, semi-structured interview schedules with GPs rather than 
questionnaires is due to what is known about their attitude to completing questionnaires. In 
general terms questionnaire length can influence response rate (Morris et al., 2001), the rate 
generally being higher in a shorter one. Respondents’ perception of the topic as threatening or 
non-threatening, or being of interest can affect response rate. The response rate for GPs tends 
to be low, an important consideration in this study in choosing  interviews to obtain data rather 
than questionnaires.  
 
4.5 The reason for evaluating outcomes. 
 
Evaluation is an important aspect of the second cycle due to the emphasis on evidence based 
practice and defining measurable outcomes to measure interventions in health care today 
(Elkan, Blair and Robinson 2000). This led to considering the meaning of evaluation, outcome, 
effectiveness, efficiency and appropriateness, and research in terms of their relevance to this 
study. 
 
The main purpose of evaluation in this study is to evaluate outcomes for children, in terms of 
developmental progress in relation to improved parenting skills. Previous studies have focused 
on the outcome for parents rather than children (Laurent 1999) as previously discussed. The 
study also considers the outcome for parents in terms of progress in parenting skills and their 
practical application demonstrating a relationship between the two issues. 
 
Donnelly and Carswell (2002) comment, a comprehensive review of the literature of 
individualised outcome measures is needed, but at present it does not exist. Although 
Staniszewska and Ahmed (1999) also draw attention to this, it was not attempted due to the 
limited understanding of young children in this study (Marks 1994) and ethical issues as 
previously discussed.  
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Evaluation according to Ǿvretveit (1998), is about attributing value to an intervention by 
gathering reliable information in a systematic way, and by making comparisons for the purposes 
of making more informed decisions, or understanding causal mechanisms or general principles. 
In terms of health, evaluation can include treatment, services, policies and interventions or 
changes to organisations. Purdon et al., (2001) comments that there is a key distinction 
between process and impact evaluation. In terms of health care, this means evaluating the 
actual process of evaluation or the impact of a particular service. In practice, as Purdon et al., 
(2001) state, the two types are normally combined. Øvretveit (1998) appears to combine both 
process and impact evaluation in his meaning of evaluation. A further distinction that Purdon et 
al., (2001) draw attention to is the difference between formative and summative evaluation. The  
first involves evaluation that can be used to improve a programme, while the second concerns 
evaluation for the purpose of making a judgement about the value of a programme or treatment. 
The two are different and a clear understanding of the purpose of the evaluation is therefore 
necessary prior to its commencement. 
 
Bowling (1997) sees evaluation as central to health services research, by utilizing scientific 
method and the rigorous and systematic collection of research data to assess the effectiveness 
of organisations, services and programmes, for example, health service interventions. Fink 
(1993) sees the aim of programme evaluation as providing continuing evidence that a 
programme is effective. The standards are the specific criteria by which effectiveness is 
measured. The standard in this study is that as detailed in the screening tool, The Schedule of 
Growing Skills ll. It gives a measure of where a child should be developmentally at a particular 
age. Evaluation is similar to audit, the difference being it actually records what leads to the 
change rather than simply what change has taken place (Bowling 1997). Knowing the reason 
for the change is important, enabling health professionals to be knowledgeable doers. This has 
implications for effective evaluation of practice and in endeavouring to raise practice standards. 
Evaluation therefore is potentially of greater value than audit in assessing the effectiveness of a 
particular service or treatment. Although it cannot bring about changes or attribute value to what 
is being evaluated, it can provide an informed basis for others to do so and identify the criteria 
by which others can judge what is being evaluated. As Bowling (1997) points out, most, 
although not all, health evaluations consider the effectiveness of the intervention. This was 
considered in this study.  
 
Øvretveit (2002) warns that evaluation is not necessarily straightforward to carry out. There may 
be constraints as to what can be achieved, examples being how many different types of data 
collection can be used and the level of detail and accuracy that can be achieved. In some 
situations, it may be decided not to attempt evaluation, as little may be learned from it in terms 
of useful information for the user. In other words, planning should be carried out before 
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commencing a proposed evaluation to decide on its likely value in the situation in which it is 
proposed to use it. 
 
Outcome in relation to effectiveness is the effectiveness of the service or treatment in relation 
to the individual. Outcome is a change in a consumer or patient’s health status between two 
measurement occasions (HM Gov 2005). Thus, the outcome is the effectiveness of the service 
for the individual or community, and the structure and process can influence effectiveness (St 
Leger et al.,1992). Effectiveness should also be considered in both clinical and cost terms, the 
right  results at   the  right  price  (Strong and Robinson 1989).  This is important  in  the   health  
 
service where resources are finite, and need infinite; whether a particular treatment or 
programme gives best value for money has to be considered (Brown 1992).  
 
Torgerson and Raftery (1999) point out that measuring outcomes in terms of quality of life, 
going beyond clinical and mortality end points is becoming more common. Health outcome is a 
complex issue considering gain for the patient or community in social, psychological and 
physical terms. When assessing outcomes, the medical model and the patient’s view both need 
to be taken into account, although in this study the latter were not feasible as previously 
discussed.  
 
In considering efficiency, effectiveness and appropriateness in relation to outcome, the 
meaning of efficiency and effectiveness is not synonymous. A person may be very efficient in 
terms of time management, but the end result may not be effective. Being efficient means 
producing results without wasting effort, while effectiveness means achieving a specific 
worthwhile goal supporting the individual’s vision and mission (Hearn 2005). It is therefore 
possible to be efficient but not effective, or vice versa, and arguably the one factor may be 
successfully achieved to the detriment of the other. In this study, the end result is required to be 
effective in terms of outcome for the child. This involves the use of the most effective means of 
portraying the child’s developmental status. At the same time, efficiency has to be considered. If 
the tool used took half a day to administer for each child, not only might the child become bored, 
it would also not be effective use of health visitor time. Cost is a factor in both effectiveness and 
efficiency and both have to be considered without compromising either. A realistic balance has 
to be achieved between these two issues and cost in terms of outcome for care due to the 
nature of demands on scarce resources. In this case, SOGS l was the most effective tool to use 
in clearly portraying the young child’s developmental progress although it was not the quickest 
to use in terms of health visitor time (Reynolds 1992a). However, the time taken for screening 
was not unrealistic and so a decision was made in balancing effectiveness in terms of the 
outcome for the child and cost in terms of professional time. 
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If appropriateness is considered, a particular tool to measure an outcome may be efficient in 
terms of time but to be effective in terms of outcome it must be appropriate for the client group 
at which it is aimed. In relation to this study The Schedule of Growing Skills l developmental 
screening tool was not the quickest to use but it was the most effective in terms of outcome and 
was appropriate for the age group of children to which it was applied (Reynolds 1992a). The 
Parenting Skills Scale (PSS) developed in this study is efficient as it takes only a short time to 
administer. It is appropriate for use with the parent adult population as results of scale 
development indicate in chapter six (sections 6.2-6.11), and effective as demonstrated through 
the evaluation stage in chapter seven. 
Ensuring effectiveness of outcome in this study involved considering a number of measures. 
This included detailed explanation of the study to field staff administering PSS to respondent 
parents and SOGS ll to respondent children and ensuring field staff explained the study to 
respondent parents with backup from the respondent explanation leaflet. Lastly, it was important 
to enable field staff to co-operate fully in the study in an appropriate and empathetic manner. 
The researcher requires good interpersonal and diplomatic skills, as Polit and Hungler (1995) 
identify, in ensuring achievement of a similar standard in the different areas of data collection for 
this part of the study. This reduces the likelihood of variables other than the intervention, 
parenting skills programme, being responsible for change as far as possible.   
 
4.6 Outside influences on respondents and other issues. 
 
Outside influences may affect the outcome of programmes, for example an alcoholic seeking 
help from Alcoholics Anonymous also seeking help from a counselling group or church. Each of 
these influences plays a part in the treatment programme as Stecher and Davis (1987) point 
out. In this study, it was likely that most parents would be attending a child health clinic and be 
given advice on parenting. Although this would be a variable common to the majority of parents 
both in the treatment group and control group, it has to be acknowledged as having a potential 
influence on the outcome of the study. 
 
Further considerations were differences in outcome for different individuals undergoing the 
same intervention and the reason for it. Was it due to factors in their personal lives, 
environment, or personality, or in this study, the type of child they had to cope with? Analysis of 
study data together with consideration of demographic data helped to answer these questions.  
 
Evaluation or as in this case evaluation research is important in improving outcomes in health 
care treatment or programmes. It can identify the most effective form of treatment or programme 
in the clinical and cost sense in terms of outcome for the individual, group or population. 
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4.7 Validity and reliability in relation to the tools used in cycle one and two. 
Prior to discussing these issues, a table is included in order to clarify which respondents were involved in 
the first action research cycle.  
Stage. When 
carried 
out. 
Respondents constituting group in each stage of cycle 
one. 
Key to group of respondents 
in each stage of cycle one. 
1 Identification 
of the 
problem. 
January 
1996 
Health visitor community practice teachers n=6 L=health visitor community 
practice teachers 
2 Discussion 
and 
negotiation 
with interested 
parties. 
January 
1996. 
Health visitors n=25 
Social workers n=3 
Parents of 0-5 year old children in Dudley n=3 
 
 
GPs n=2 
Ma=health visitors 
Mb=social workers 
Mc=parents of 0-5   
      year old children   
      in Dudley. 
Md=GPs 
5 Selection of 
research 
method. 
5a Pilot phase 
 
 
January 
1996. 
 
 
Health visitors n=2. 
Social workers n=2 
Parents of 0-5 year old children in Dudley n=3. 
 
 
GPs n=2. 
 
 
Na=health visitors 
Nb=social workers 
Nc=parents of 0-5 
      year old children    
      in Dudley.      
Nd=GPs 
5b Exploratory 
phase 
February 
–March 
1996. 
Health visitors n=27. 
Social workers n=4. 
Parents of 0-5 year old children in Dudley n=6. 
 
 
GPs n=6. 
(Data from all respondents in stage 5a was included 
in stage 5b as no changes were made to 
questionnaires for each type of respondent). 
Oa=health visitors 
Ob=social workers 
Oc=parents of 0-5 
      year old children  
      in Dudley. 
Od=GPs 
 
5c Education 
of health 
visitors in the 
use of SOGS l. 
May 
1996 
All NHS Primary Care Trust health visitors n=48. 
 
 
Bank health visitors n=4 
Pa=all NHS Primary  
       Care Trust  
      health visitors      
Pb=bank health  
      visitors 
7 Evaluation 
procedures. 
 
7a  Evaluation 
of data from 
health visitors 
following 
introduction of 
SOGS l into 
routine health 
visiting 
practice.  
 
 
 
June 
1996 
 
 
February 
1997 
 
 
 
Health visitors at Time 1 n=40 
 
 
Health visitors at Time 2 n=31 
 
 
 
Q=health visitors at Time 1 
and Time 2 
7b Evaluation 
of the use of 
SOGS l in 
Summer 
1997 
 
Health visitors in the study with children on the child 
protection register on their caseload n=6 
 
Ra=health visitors in the 
study with children on the 
child protection register on 
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child 
protection 
work by health 
visitors. 
Spring 
1998 
 
 
 
Registered children in the study n=6 
 
Comparison group one (10 children half boys and 
half girls from each of the caseloads of the health 
visitors included at this stage) n=60. 
 
Comparison group two the National Profile SOGS l 
score. 
(Respondents in stage 7b of the first action research 
cycle match numbers referred to in the abstract 
paragraph 5 lines 2-5 where they are referred to in the 
following order –Rb, Ra, Rc and Rd). 
their caseload 
 
 
Rb=registered children in 
the study 
Rc=comparison group one 
 
 
 
Rd=comparison group two 
Validity is the degree to which an instrument measures what it is intended to measure, and 
reliability, the consistency with which the instrument measures the attribute it is intended to 
measure (Streiner and Norman 2003).  
 Table 4.2 showing when, whom and where respondents were involved in the first action research cycle.   
 
 
In cycle one, there was no previously validated tool to use to ascertain the likely acceptance of 
the proposed change. Using a tool measuring change in general terms was not acceptable as 
some respondents for whom change in general was acceptable might have found the specific 
one proposed unacceptable. Alternatively, some may have been opposed to change in general 
but accepting of the specific proposed change. This meant that a questionnaire tool had to be 
devised to measure the likely acceptance of the specific change. 
 
The type of validity sought for questionnaires at this stage in cycle one was content validity, but 
it was not possible due to the time available. Discussion with health visitor community practice 
teachers, and health visitors at a health visitor meeting had indicated agreement to the 
proposed change. As discussed in the following section, dialogue with health visitor community 
practice teachers was of particular importance, due to their role in preparing students to become 
specialist community practitioners. The questions used with both health visitor community 
practice teachers and health visitors (respondent group Ma and Mb table 4.2) were the same 
but not validated. This means that results from data obtained by this method could be 
unreliable. It supports the following request from the Director of Nursing Practice for further 
evaluation of the Trust health visitors’ attitude to the proposed change of developmental 
screening tool for use with young children.  
 
The researcher approached the Director of Nursing Practice with the results of the above 
discussions. His response was to request that a questionnaire be devised and sent to health 
visitors in the Primary Care NHS Trust, results analysed and presented to him to confirm or 
refute Trust health visitors’ agreement to the proposed change. If there was general agreement 
he undertook to purchase the required Schedule of Growing Skills l equipment before the end of 
the financial year, only some three months distant. In practical terms the whole process had to 
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be completed within two months. Using the action research approach, a reasonable amount of 
data were collected indicating that face validity was achievable rather than content validity. Face 
validity concerns the researcher subjectively assessing questions as to their relevance and if 
they are reasonable, unambiguous and clear (Bowling 1997). Content validity by comparison 
(Bowling 1997), is more in-depth seeking to examine whether questions in the tool appear to 
examine logically and comprehensively the characteristic it is intended to measure.  
 
Additionally, the researcher explained to the Director of Nursing Practice that it was advisable 
for others likely to be affected  by the change to be approached  to assess their likely attitude to  
it. These were parents of young children, GPs and social workers. The response was that he 
only wanted very small numbers of these groups to be contacted, as he was concerned with 
upsetting them, GPs in particular.  
 
A problem as Streiner and Norman (2003) point out is validation of the new tool in terms of the 
prediction of its acceptance against its actual acceptance. The difficulty is that if validity is 
dependent on the degree of acceptance, it is only possible to state that the tool is valid after it 
has been used to gather data on the likely acceptance of the proposed specific change. In this 
case, results indicated a high degree of likely acceptance of the proposed change from each 
respondent group as shown in section 4.12 of this chapter. If they had not, the validity of the 
tools used could have been questioned and the whole process would have had to be repeated. 
Equally, using this argument, the tools could have been valid if respondents had shown a high 
degree of non-acceptance of the proposed change. The tools and respondents referred to at 
this stage are the questionnaires for health visitors, social workers and parents of young 
children, and semi-structured interview schedule for use with GPs. They are referred to as 
respondent group Na, Nb, Nc and Nd (stage 5a) and Oa, Ob, Oc, and Od (stage 5b) in table 
4.1).  
 
Cohen et al., (2000) consider questionnaire validity from two perspectives. These are whether 
respondents complete the questionnaire accurately, honestly and correctly and whether non-
returnees would have given the same answers. In this study, health visitor non-returnees were 
not followed up so it was not possible to state if their response was the same as for returnees. 
There were no non-returnees in the other three respondent groups. Cohen et al., (2000) 
emphasises the need to pilot questionnaires prior to the main study so that questions or wording 
can be altered if necessary. In this study questionnaires were piloted on 2 respondents in 
groups Na, Nb and Nc (stage 5a pilot phase) and no alterations were necessary. The same was 
true of the semi-structured interview schedule used with GPs (respondent group Nd). It could be 
argued that these numbers were too small and not representative of each group of respondents. 
A counter argument is that the researcher knew the nature of the respondent groups and careful 
scrutiny of responses from each group indicated no surprises.  
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 In summary, the researcher devised the questionnaires for health visitors, parents of young 
children and social workers, discussed them with health visitor community practice teachers, 
and then piloted them on two respondents in group Na, Nb and Nc. In this sense, 
questionnaires validity went beyond face validity. The same was done for the semi-structured 
interview schedule used with GPs –group Nd respondents Arguably there is a potential 
weakness in using data from tools with only face validity. However, the researcher had also 
obtained data confirming the likely  acceptance of the proposed change from  group  discussion 
 with all health visitor community practice teachers and the meeting with health visitors in the 
Primary Care NHS Trust at which most health visitors were present. As previously discussed, 
using action research allows for the use of different methods to be used. At this point in the 
study using triangulation, meant any weakness in one method of data collection was 
strengthened by the use of the second. There was consistent evidence of the likely acceptance 
of the proposed change. 
 
The strength of semi-structured interviews as used with GPs respondent group Nd (stage 5a), 
and Od (stage 5b) is that data is collected face to face allowing the interviewer to probe and 
allowing respondents to give opinions fully providing rich and quotable material (Bowling 1997). 
As there are no literacy requirements, response is not dependent on these skills. However, 
response is better from a friendly, non-judgemental interviewer, which has training implications 
for interviewers in thus reducing interviewer bias. There is a potential for error as the interviewer 
may skip incorrectly identified inapplicable questions. The disadvantage is cost in terms of time 
and the potential for interviewer bias.   
 
Two further means were used to collect data in the first action research cycle to collect data, the 
first being audiotape material. Using audiotapes as opposed to writing responses allows the 
interviewer to concentrate more on the interview by listening and observing the reactions of the 
respondent. This means was used with health visitor caseload holders in the first cycle following 
the first child protection case conference and the first review (respondent group Ra stage 7b). 
Care has to be taken in ensuring equipment is in working order and can be relatively expensive 
in obtaining the required equipment.  
 
The final approach used in cycle one was the methodological approach, the multiple case study. 
It was used to gain in-depth understanding of the variables influencing the subject (Polit and 
Hungler 1995, Aldridge and Reuther 2001). The emphasis was on what had had happened and 
seeking to understand why. Data were collected for evaluation purposes by means of interviews 
with health visitor caseload holders (group Ra respondents stage 7b table 4.2) as previously 
indicated. The case study approach and its relevance to the study were discussed previously in 
this chapter.   
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A table is included at this stage to clarify who respondents were in the second action research cycle. 
Stage. When 
carried 
out. 
Respondents constituting group in each stage of 
cycle two. 
Key to group of respondents in 
each stage of cycle two.  
A 2001 Health visitor community practice teachers 
n=5 
 
Health visitor base colleagues n=3. 
Sa=health visitor community    
      practice teachers. 
Sb=health visitor base  
      colleagues. 
B 2001 Primary Care NHS Trust health visitors n=40. T= Primary Care NHS Trust   
     health visitors 
E 
Ea (face 
validity of 
PSS tool). 
 
2001 
 
Parents of 0-5 year old children in Dudley 
n=15. 
 
Primary Care NHS Trust health visitors who 
were parents themselves with a mix of 
ethnicity n=5. (total number of respondents 
=20 as noted in abstract paragraph 5 lines 5-
6).  
Ua=parents of 0-5 year old 
      Children in Dudley. 
Ub=Primary Care NHS Trust  
       health visitors 
themselves  
       with a mix of ethnicity. 
Ea (first 
reliability 
of PSS 
tool). 
2001 Parents of 0-5 year old children in Dudley 
n=100. 
V=parents of 0-5 year old  
     children in Dudley. 
Ea (second 
reliability 
of PSS 
tool). 
2001 Parents of 0-5 year old children in Dudley 
n=100 as noted in abstract paragraph 5 lines 
5-6). 
(Different cohort from first reliability). 
W=parents of 0-5 year old  
     children in Dudley 
(different  
     cohort from first 
reliability). 
Ea 
(concurren
t validity of 
PSS tool). 
2004 Parents of 0-5 children in Dudley n=50 as 
noted in abstract paragraph 5 lines 5-6). 
(Different cohort from first and second 
reliability).  
X= parents of 0-5 children in   
     Dudley. (Different cohort  
     from first and second  
     reliability). 
Eb 
(evaluation 
using PSS, 
DEMQ with 
parents 
and SOGS 
ll with 
children)  
2005 5 groups of parents in Dudley being taught 
parenting skills. (Separate cohort from 
reliability and validity stages). 
Group 1 n=3, Group 2 n=5, Group 3 n=3, Group 
4 n=5, Group 5 n=8 - Total =24. 
 
 
 
Children aged 0-5 years in the study of 
parents attending groups. 
Group 1c n=3, Group 2c n=5, Group 3c n=3, 
Group 4c n=5, Group 5c n=9 (included 1 set of 
twins) – Total =25. 
 
Age of children at phase 1: 
2-3 months n=6, 4-4½ months n=7, 5-7½ 
months n=4,  
15-24 months n=7 (included 1 set of twins), 48 
months n=1 – Total=25. 
 
100  0-5 year old children living in Dudley. 
 
 
 
National Profile SOGS ll score. 
Group1,group2,group3, 
Group4,group5 - 5 groups of 
parents in Dudley being 
taught parenting skills. 
(Separate cohort from 
reliability and validity stages). 
 
 
Group1c,group2c, 
Group3c,group4c, 
Group5c- Children aged 0-5 
years in the study of parents 
attending groups. 
 
 
 
 
 
 
 
Comparison group 1-100  
 0-5 year old children living in 
Dudley. 
 
Comparison group 2- National 
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Health visitor involved with each group n=5. 
 
(Respondents in stage Eb are noted in the 
abstract paragraph 5 lines 7-9). 
Profile SOGS ll score. 
 
HV 1, HV2, HV,3, HV4, HV5- 
Health visitor involved with 
each group. 
Table 4.3 showing when, whom and where respondents were involved in the second action research 
cycle.  
 
There was a six-month gap between the first and second internal reliability stages of PSS 
development. A different cohort was used for concurrent validity due to practical difficulties in 
locating all respondents in the second reliability study, and familiarity with a previous stage of PSS 
development could have influenced respondents’ item responses, or some could have been 
reluctant to participate a second time (chapter six section 6.10). The long gap between the second 
reliability and concurrent validity was due to a protraction in the change of supervisory team and 
extreme difficulty in identifying an appropriate tool to use at the concurrent validity stage of PSS 
development.  
 
Tools in the second cycle of the study included a demographic questionnaire to collect factual 
information about respondents (groups X stage Ea, and groups 1,2,3,4 and 5 as shown in table 
4.3 for stage Eb) to gain an understanding of the respondent group. Bowling (1997) has 
identified this as the best use of questionnaires. Content validity was the type of validity used. It 
was used initially on 50 respondent parents of young children at the concurrent validity stage of 
development of PSS. Results indicated that the questions asked were relevant and no changes 
were required.  This was in a sense a pilot stage as advocated by Cohen et al., (2000), with 
respondents representative of the whole population, prior to using it at the evaluation stage in 
the use of PSS. If Streiner and Norman’s (2003) view of validity is taken that results of using a 
tool are indicative of its validity, this tool could then be said to be valid.  
 
A further type of interview approach taken was that of telephone interviews at the evaluation 
stage in chapter seven. This can be cheaper than face-to-face interviews, with the cost of 
arranging a suitable time to telephone being minimal (Cohen et al., 2000). Most of the difficulties 
that Cohen et al., (2000) acknowledge with telephone interviews were not relevant in this case, 
for example hearing difficulties, suspicion of the reason for the call, or if respondents were 
representative of the respondent group. It was, however, not possible to pick up non-verbal 
behaviour in response to questions and there was some difficulty in writing responses to 
questions. Questions were predetermined being the research questions 2, 3 and 4 in chapter 
one section 1.1). 
 
The following two instruments are of particular importance in the study. They were used in 
conjunction with one another to evaluate the outcome of teaching parenting skills to parents and 
the outcome of their practical application on the developmental progress of the young child. The 
first of these instruments is The Schedule of Growing Skills (SOGS l cycle one, SOGS ll cycle 
two) to collect data about the child’s developmental status. Information concerning the 
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development of the tool including reliability and validity is given in section 4.11 of this chapter. 
The second scale is the Parenting Skills Scale (PSS) developed to measure the self-beliefs of 
the parent about parenting abilities. Four stages were identified in instrument development, 
lowering of reading age, face validity, reliability and concurrent validity; these are fully described 
in chapter six.  
 
4.8 Ethical issues as they applied to cycle one.   
 
Ethical issues related to colleagues and to other respondent groups involved in the study 
concerned betrayal, deception and  respect. The researcher was working with  colleagues on a  
daily basis meaning a possible betrayal of trust by recording interactions. As Cohen et al., 
(2000) points out, it raises the possibility of conflict between the position as internal evaluator 
and researcher. The researcher’s main loyalty lay with colleagues and the Primary Care NHS 
Trust, although as external researcher informal comments and small incidents might have 
provided the most revealing data. This issue was dealt with by not including comments on 
colleagues’ day-to-day work other than that recorded in individual case studies and the 
questionnaire results. The researcher made this point clear at the health visitor meeting at the 
outset of the study. No-one challenged this possibly indicating the level of trust that colleagues 
placed in the researcher not to usurp her position as colleague, or this was not an issue they 
had considered.   
 
A further issue was the possibility of deception. From the researcher’s perspective there needs 
to be a balance between the interests of science and the thoughtful, humane treatment of 
colleagues and other respondents providing data (Cohen et al., 2000). The researcher ensured 
that no instrument was used to deliberately deceive respondents involved in the study at this 
stage. In the case of the questionnaire for health visitors to ascertain their likely acceptance of 
the new tool, each clinic and health centre was contacted informing them of the purpose of the 
questionnaire prior to sending it. The purpose of the questionnaire was explained to social 
worker and parent respondents to them prior to them completing it. GP respondents were 
contacted by telephone prior to conducting the informal interview with them, making it clear that 
they had a right to refuse to participate if they chose. No respondents in group Oa, Ob, Oc and 
Od stage 5b refused to participate. As health visitors (group Oa respondents) were aware that 
their response was conditional on them having the new tool, this may have influenced the 
response rate of returned completed questionnaires 68% (n=27) (see appendix 3 table 4.13 a). 
This was in spite of the time of year associated with a higher rate of sickness and absence of 
staff due to annual leave.  
 
The questionnaires for health visitors (group Q respondents stage 7a table 4.2) evaluating the 
introduction of the new tool six weeks and ten months following introduction included a 
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statement at the beginning stating their purpose. The researcher did not inform Trust managers 
of any health visitor who had not responded. This was believed to be an issue implicit within the 
relationship of trust between colleagues and researcher. The questionnaires were anonymous 
although many colleagues indicated where the returned questionnaires were from. 
 
Streiner and Norman (2003) raise the issue of respect in relation to ethics. This includes respect 
for the individual’s autonomy. Respondents must know what they are agreeing to participate in, 
what the study is about, what they are being asked to do, that they have the freedom not to 
participate and  the  freedom to withdraw  at any stage. They also  need to know  where data  is  
stored and that it is secure with only the researcher having access to it. These points were 
raised at the health visitor training sessions in the use of the new tool. This meant that all health 
visitors were reached, as all were required to attend a training session. The researcher 
explained these issues to all those in the other respondent groups. These points were raised 
again prior to using the semi-structured interview schedule with health visitors with children on 
the child protection register and prior to them giving verbal information concerning the children 
and their families. 
 
These ethical issues were particularly important. The researcher not only had a responsibility to 
colleagues and all other respondents involved at this stage of the study, but, was also mindful 
that information related to young children and it was vital that their anonymity was assured. 
Children are a particularly vulnerable group as they are dependent on parents/carers for their 
care and in decision making on their behalf. The researcher had no access to written records 
other than anonymised developmental screening records that were viewed as no different from 
that used in audit material. No record of children’s names (group Rb respondents stage 7b table 
4.2) was kept. When recording interviews with health visitors (group Ra respondents stage 7b 
table 4.2) they were asked to use a different child and family name.  
 
The researcher had a duty of care to colleagues and all respondents involved in the study as 
well as young children who were indirectly involved (NMC 2002). By taking the steps as 
indicated in this section, ethically an attempt was made to take all reasonable precautions to 
avoid betrayal and deception, and to respect all those directly and indirectly involved at this 
stage of the study.  
 
4.9 Stage 1  (first cycle)  Identification of the problem  in the  Stages in the first cycle of 
the Action Research concerned with the introduction of SOGS l into health visiting 
practice and its evaluation in both routine and a specialist area of practice.                                              
 
The problem was how to introduce the developmental screening tool identified by Reynolds 
(1992a) as the most appropriate one to use with young children in the area into routine health 
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visiting practice. This was a critical issue as the modified Griffiths tool currently used had no 
documented validation, and health visitors had found it unsuccessful in practice in identifying 
developmental delay early and unhelpful in working in partnership with parents as a health 
promotion tool.  
 
Health visitor community practice teachers play an essential role in preparing students at 
degree level to become the specialist community practitioners of the future. They are required to 
integrate  theory  into  practice,   being   responsible  for  planning  and  implementing   practice  
placements to meet the needs of the individual student (Hudson 2000). They are also used in 
the Community Trust in teaching qualified staff as necessary. In this instance, being at the 
forefront of teaching community staff, it was essential that they understood the need for change 
and were in agreement with the proposed direction if the change was to be successfully 
implemented.  
 
The researcher had an initial discussion with health visitor community practice teacher 
colleagues (group L respondents stage 1 table 4.2). They were concerned that increasing 
importance was being placed on evidence-based practice but that this area of health visiting 
practice was not. Change was therefore desirable to a tool suitable for use with young children; 
research based, with clearly documented validation, effective in partnership working with 
parents or carers and suitable for sharing information with other professionals both multi-
disciplinary and multi-agency.  
 
The Children Act 1989 requires multi-disciplinary assessments to be carried out and clearly 
each has to be understood by other professionals involved with the individual child. A 
fundamental principle of the Children Act 1989 is that the child’s welfare is paramount. Accurate 
contemporaneous records, including that of a child’s developmental status are likely to be of 
particular importance in this respect. The research by Reynolds (1992) indicated that The 
Schedule of Growing Skills l was the most appropriate developmental screening tool to use with 
0-5 year old children in Dudley.  
 
Following presentation of the research (Reynolds 1992a), together with recommendations for 
change from the Griffiths Scale (modified Griffiths) to SOGS l, the researcher led discussions 
focused around four questions. The first was whether the use of modified Griffiths should 
continue, to which the answer was ‘no’. The reasons given were that the tool was not research 
based and it failed to clearly identify young children’s developmental progress. The second 
question as to whether a change to SOGS l should be considered received a positive response. 
The reason for wishing to change to SOGS l was given in answer to question three that 
research (Reynolds 1992a) had shown that the tool was research based and that it was the 
most appropriate to use with Dudley 0-5 year old children. It was effective in practice in 
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accurately portraying a child’s developmental status. It also fitted with the change to degree 
level education for students with the increasing emphasis on research/evidence based practice. 
The fourth question, the problem of purchasing SOGS l equipment, received a positive 
suggestion that Trust management should be approached for funding. The introduction and use 
of the tool in health visiting practice would be a means of improving the service to young 
children. 
 
Table 4.4 summarises the action that took place in the researcher’s discussion with health 
visitor community practice teachers (respondent group L stage 1) regarding the proposed 
change of developmental screening tool, the reason for it and the outcome. 
Action 
stage 
Who What Why How 
analysed 
Main result 
Stage 
1 
Health 
visitor 
community 
practice 
teachers 
Discussion 
of results 
of 
research 
project 
(Reynolds 
1992a) 
Preparation 
for change of 
developmental 
screening tool 
Interpretation 
and analysis 
of discussion 
Informed the general 
debate concerning 
change of tool 
Table  4.4  Summary of data collected for Action Research stage 1. 
 
4.10 Stage 2  (first cycle) Discussion and negotiation with interested parties. 
 
The interested parties were management within the Primary Care NHS Trust, in particular the 
Director for nursing practice, and health visitors, community practice teachers for health visiting, 
social workers, parents of young children and GPs who were most likely to be affected by the 
change.  
 
A summary of the research was presented to the health visitors (group Ma respondents table 
4.2) themselves at a meeting for all across the Trust. Respondents were divided into three 
discussion groups led by a health visitor community practice teacher in each group. The same 
questions were used as in the discussion with health visitor community practice teachers 
(respondent group L stage 1) and the discussion group leader was asked to record the groups’ 
responses. These were in essence focus groups. A total of 25 of the 34 health visitors in the 
Primary Care NHS Trust attended. The number of health visitors was that excluding the 6 health 
visitor community practice teachers. The number in each group were group one N=8, group two 
N=8 and group three N=9. 
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Following the discussion 
group session the 
researcher collected the 
written recorded 
responses of each group 
from the health visitor 
community practice 
teachers and analysed 
them using descriptive 
statistics identifying and 
summarizing themes, 
prior to presenting them to 
the Director of Nursing. 
The questions and 
responses are given in 
tables 4.5 and 4.6.  
The majority of health 
visitors (respondent group 
Ma stage 2 table 4.2) in 
the 3 discussion groups 
were in favour of 
changing to SOGS l as 
indicated in questions 1 
and 2 (table 4.5). The 
reason given was that 
SOGS l was research 
based, whereas Modified Griffiths was not (response to question 3 table 4.6). Health visiting 
practice needed to be evidence based and SOGS l would help in this respect. It would be useful 
in working in partnership with parents and help them to understand their child’s developmental 
needs. The change would enhance health visiting professional practice. Health visitor 
community practice teachers commented verbally that they felt the group members in favour of 
change were those who had trained more recently while those who had trained many years ago 
were more reluctant to do so.   
Number 
of 
question 
Question Group Yes No 
1 Should the use 
of the modified 
Griffiths 
developmental 
screening tool 
continue? 
Group 
one 
 
 
Group 
two 
 
 
 
 
Group 
three 
0 
 
 
2  Easy 
to  use,   
familiar 
with it. 
  
1  
8  
 
 
6  
 
 
 
 
8  
 
2 Should a 
change to The 
Schedule of 
Growing 
 Skills  l 
developmental 
screening tool 
(SOGS l) be 
considered? 
Group 
one 
 
 
 
Group 
two 
 
 
 
 
 
 
 
 
 
Group 
three 
8  . 
 
 
 
6  
 
 
 
 
 
 
 
 
 
8  
0 
 
 
 
2 “Not 
familiar   
  with 
research”.  
 
“Trained 
  a long time   
  ago”. 
 
 “Above me 
  
academically”
. 
 
1 Would find 
a new  
tool difficult 
to use  as 
trained a long  
time ago. 
Table 4.5 Analysis of results of questions 1 and 2 from health visitor  
discussion groups for Action Research stage 2. 
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 Number 
of 
question 
Question  Response 
3 If you 
answered 
‘yes’ to 
question 2, 
please give 
your 
reason?  
Group one 
 
 
 
 
Group two 
 
 
 
 
Group 
three 
“SOGS l is research based but Modified 
Griffiths is not”, “SOGS l would be useful in 
working with parents”.  “Health visiting 
practice should be evidence based”. 
 
“Use of SOGS l would enhance health visiting 
practice and would help in working in 
partnership with parents”. “Modified Griffiths 
does not cover all areas of a child’s 
development”. 
 
“Health visiting practice needs to be evidence 
based. Using SOGS l would help in this 
respect”. “Useful in working together with 
parents so understand child’s development 
needs”. 
4 How do you 
think the 
problem of 
purchasing 
equipment 
for the use 
of The 
Schedule of 
Growing 
Skills could 
be 
overcome? 
Group one 
 
Group two 
 
 
 
Group 
three 
“Ask management”. 
 
“Approach management, it’s time they did 
something for health visiting”. 
 
 
“Get management to fund it, they don’t do 
anything to improve professional practice”.  
Table 4.6 Analysis of results of questions 3 and 4 from health visitor discussion groups for 
Action Research stage 2. 
   
It appeared that those health visitors (respondent group Ma stage 2 table 4.2) who were more 
recently trained, were more familiar with the research process due to changes in health visiting 
education. They welcomed the proposed change as a means of offering an improved service 
and giving health visiting greater professional credibility. This aligns with Eraut’s (1994) view of 
educational attainment for professionals, that the aura of certainty that professions have is due 
to their being established scientific disciplines, that justifies a long period of training, preferably 
at degree level and beyond. While health visitor training in the past has not been at this level, it 
has regarded itself as a profession (CETHV 1977), belonging to the group of specialist 
practitioner disciplines within nursing and midwifery practice. The aim has been to raise the 
level of training to degree level, which has now become the norm, with many attaining higher- 
level degrees.  
 
All health visitor members of the discussion groups (group Ma respondents stage 2) were in 
favour of management funding the change to SOGS l (response to question 4 table 4.6). 
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The researcher had 
an informal discussion 
with 3 social workers 
who worked with 
families in the borough 
(respondent group Mb 
stage 2 table 4.2). The 
researcher explained 
her proposal to 
undertake research 
about   the   possibility  
of    health       visitors  
Question Response Number 
How would you feel 
about health visitors in 
the NHS Primary Care 
Trust changing to a 
new developmental 
screening tool that was 
research based where 
social workers could 
have a copy of the 
results of screening of 
children in families that 
they were involved in 
working with? 
“It would be really helpful in cases 
where the child was on the child 
protection register”. 
 
“If I had evidence that the child 
was behind developmentally it 
would help me in persuading the 
parents to accept help”. 
 
“It could make parents realise that 
professionals do work together. 
They often say the health visitor 
hasn’t got any concerns about the 
child, but I would have the 
evidence that the child did need 
some help”.  
3 
 
 
 
2 
 
 
 
 
3 
Table 4.7 Analysis of response from social worker discussion group 
for Action Research stage 2. 
changing to a new research based developmental screening tool. The social worker could have 
a copy of results if necessary in families where they were involved. The researcher explained 
that their participation in the discussion was voluntary but all agreed to participate. The total 
number of social workers involved with families at this time in the borough was 30 so the 
number approached was small, only 10%. Caution therefore has to be used in interpreting 
results from the informal discussion with them, as views expressed would not have been 
representative of all social workers. The social workers’ response to the question was manually 
recorded (table 4.7) then transcribed following the discussion session. The question and 
response given in table 4.7 shows all social workers (n=3) saw the proposed change to SOGS l 
as positive, it could be particularly helpful with children on the child protection register, and help 
parents to see that health visitors and social workers worked together sharing relevant 
information. All said they did work together. 
 
The researcher had an informal discussion with mothers - respondent group Mc (n=3) stage 2 
table 4.2, waiting to see a health visitor at a clinic other than at her own base, meaning parents 
did not know her. The researcher explained the purpose of the discussion to gain an idea of 
what they, as parents would feel about a change to a developmental screening tool that was up 
to date, and explained that they did not have to participate if they did not wish to do so. All 3 
said they were happy to participate. Again they were only a very small proportion of parents of 
12,500 young children of the resident population in the area. The questions and responses from 
parent respondents are shown in table 4.8. Permission to approach the mothers at this stage 
had been granted jointly by the Director of Nursing services and the researcher’s manager. 
Stage 2 was undertaken prior to the main part of the research. 
 
 118
Results for question 1 
indicated all parents 
were in favour of the 
proposed change 
while 1 voiced 
dissatisfaction with the 
old one. In response 
to question 2, - all said 
they would like a copy 
of their child’s 
developmental 
screening result, 2 
saying it would remind 
them of advice the 
health visitor had 
given if their child 
needed help and they 
could see if their child 
had made progress 
the next time.  This 
was reinforced by 2 
who said they forgot 
what was said to them 
at the time (of 
screening). Having a 
copy of the results was useful to remind them of it.   
Number 
of 
questio
n 
Question Response  Number 
1 How would 
you feel about 
health visitors 
in the Primary 
Care Trust 
changing to 
an up-to-date 
developmental 
screening 
tool? 
“I think it is a good thing 
to keep up to date”. 
 
“I don’t think the old 
one’s much good as it is 
too quick and I really 
don’t understand what’s 
being done”.  
3 
 
1 
2 How would 
you feel about 
being given a 
copy of 
screening 
using the new 
tool that the 
health visitor 
would explain 
the meaning 
of to you? 
“I’d like a copy to remind 
me of what my child is 
doing. It would be good to 
look back on in a few 
years time”. 
 
“If the health visitor said 
my child needed some 
help it would remind me 
of what I needed to do 
and I could see that 
he/she had made 
progress the next time”. 
 
“I forget what is said to 
me at the time so having a 
copy of screening would 
remind me of what my 
child can do and if I need 
to help her/him to do 
something”. 
3 
 
 
 
2 
 
 
 
2 
Table 4.8 Analysis of response from discussion group of parents of 
young children for Action Research stage 2. 
 
The researcher had a discussion with a GP (respondent group Md stage 2 table 4.2) arranging 
a time to meet at her surgery. It was explained that the purpose was to ascertain the feelings of 
those most closely involved in the possible change of developmental screening tool that health 
visitors used with young children. Its implementation depended on whether or not it would be 
likely to be accepted. The researcher explained the origins and development of SOGS l and that 
parents and other professionals including GPs could have a copy of screening results. The GP’s 
response was that ”it’s a good thing to use tools that are research based and up-to-date and 
also to be able to share results with parents. It could help in working with them and help them to 
understand what they should be doing to encourage their child to progress. I would want a copy, 
as often I need to look back to see what a child is like developmentally when a parent comes to 
see me complaining about a problem”. The GP’s response was manually transcribed following 
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the discussion using the same method as with data from with the group of social workers and 
parents. 
The Director of Nursing Practice asked another GP what his views on the proposed change 
were. The researcher understood that the response was that it would be a good thing but no 
written account of the discussion was received. Only 2 GPs in the borough were approached for 
their views on the proposed change out of a total of 200. Caution therefore has to be used in 
interpreting their response as being representative of all Dudley GPs. 
 
The views of the majority of health visitors within the Primary Care NHS Trust shows they were 
in favour of the proposed change. However, only a very small number of the other respondents,  
respondent group Mb, Mc and Md, likely to be affected by the change were approached. This 
meant that the views they expressed may not have been representative of all social workers, 
parents of young children and GPs in Dudley. All group Mb, Mc and Md respondents 
approached were in favour of the proposed change supporting results from respondent group 
Ma health visitor views.  
 
There are links to the literature in this stage of the study. Opinion sought from those most 
closely involved with the proposed change indicated their likely agreement with it, and in 
particular health visitors’ agreement to work with the change process. This is supported by 
Easterby-Smith, Thorpe and Lowe’s (1996) view of collaborative working between researcher 
and participants with both learning from it. As Lewin (1947) stipulated, respondents were 
involved in the proposed study leading to change, apart from young children for ethical reasons 
as discussed in section 4.7 and chapter seven (section 7.2). 
 
Community practice teachers’ observations, that in general those health visitors who had 
trained recently were the ones in favour of the proposed change aligns with Eraut’s (1994) view 
regarding educational attainment for professionals. Those more recently trained were more 
certain of their professional standing as discussed in this section.   
 
Summary of stage 2. 
 
Data collected consisted of opinion and information and links to the literature have been 
indicated. Links to the following stage are the need to affirm through the literature the reliability 
and validity studies relating to SOGS l and to seek to identify similar studies regarding the 
introduction of SOGS l into health visiting practice.   
 
4.11 Stage 3 (first cycle) Review of the literature   
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A literature review and research had already been carried out (Reynolds 1992a) identifying The 
Schedule of Growing Skills ll as the most appropriate  developmental  screening tool to use with  
0-5 year old children in Dudley. The purpose of the current review was to update the findings of 
that of 1992. There were two aims at this stage. The first was to re-explore the literature relating 
to the development of SOGS l to establish that it had undergone rigorous reliability and validity 
studies. The second was to identify any similar studies indicating how SOGS l had been 
integrated into routine health visiting practice following identification of the need. By 
understanding how others had identified the need for, and undergone the change process, 
viewing things in a different way would have been of benefit in this situation. It agrees with 
Lewin (1947), and Easterby-Smith, Thorpe and Lowe’s (1996) views of the change process in 
the workplace as being an educational process supporting the collaboration between researcher 
and participants.  
 
The review was conducted against the background of the debate around developmental 
screening in general, some advocating its value (Bellman  et al.,1996, Frankenburg and Dodds 
1967, Illingworth 1987), while The Report of the Joint Working Party on Child Health 
Surveillance (1991) acknowledged its value only for children in need, for example child 
protection. Debate also included which tool should be used in young children. The Report of the 
Joint Working Party on Child Health Surveillance (1991) acknowledged that the Denver 
Developmental screening tool and The Schedule of Growing Skills (SOGS l) were the ones 
most commonly used. All did, however, support the need for training and thorough 
familiarisation with the developmental screening tool to be used.  
 
The literature review clearly shows the comprehensive studies indicating each stage of the 
development of SOGS l. Initially this was through its use in the National Child Encephalopathy 
Study between 1976 and 1981 (Bellman 1984), then its further development as SOGS l and ll 
including reliability and validity studies (Bellman and Cash 1987, Bellman et al., 1996). Although 
the literature does not identify any studies indicating how SOGS l had been introduced into 
health visiting practice, it does identify the need for training in the use of a developmental 
screening tool prior to its use. 
 
Although information was obtained on areas using SOGS l through NFER Nelson, the firm 
responsible for overseeing the research into its development, there was lack of documentary 
evidence as to the steps taken into its integration into routine health visiting practice. 
Information obtained did indicate the usefulness of the tool in practice and none that indicated 
that it was not. This is in contrast to literature examined concerning older tools, for example The 
Denver Developmental Screening Tool, which failed to identify developmental delay early, 
including speech and language delay (Lynn 1987). SOGS l was developed to take this problem 
into account (Bellman and Cash 1987). 
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Summary of stage 3. 
 
The literature reviewed does not identify an account of the change process in integrating SOGS  
l into health visiting practice. It does identify a weakness in older tools, including Denver 
Developmental Screening Tool, which together with SOGS l are the most commonly used tools. 
As SOGS l does not have the weakness identified in older tools and has well recorded reliability 
and validity studies, the literature review lends support to its use in the change process. With 
lack of information to draw on, it was the opinions of professionals and parents of young 
children that were used to support the proposed change. The literature review does highlight the 
need for training in the use of the chosen tool to maximise its usefulness and prevent errors 
being made (Bellman et al., 1996, Illingworth 1987).                                                    
 
4.12   Stage 4 (first cycle) Redefinition of the problem. 
 
This stage in the action research is concerned with modification of the researcher’s views of the 
original problem (Cohen and Manion 1989). Review of the problem at this point indicated 
redefinition of the study was required. Some health visitors were expressing concerns about 
their perceived differences in parenting skills among parents, and how this affected their child’s 
development. An additional problem was therefore how to measure the effect of improved 
parenting skills on the child’s development. Two measurement tools were required that could be 
used in conjunction with one another. SOGS l could be used with the child once it was 
introduced into routine health visiting practice, but a tool needed to be identified or developed to 
measure the parenting skills of the parent/carer.  
 
Redefinition of the problem highlighted the need to divide the research into two cycles. Firstly, 
there was the issue of implementing the identified change of developmental screening tool, and 
secondly, the need to measure the effect of improved parenting skills on the young child. 
Discussion with health visitors revealed that the change of screening tool was of prime 
importance to the majority at this stage. The approach taken in this project acknowledges 
O’Brien’s (1998) work that the aim of action research is to study a system and to work with 
members of it to effect change, and Øvretveit (1998) that action research is a systematic 
investigation which aims to contribute to knowledge as well as to solve a practical problem.  
 
The researcher decided to deal with each problem in the order in which it had been identified. 
Literature to support or refute the link between parenting skills and children’s developmental 
progress had not been explored by the researcher. If this proved to support health visitor 
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observations, it would justify the identification or development of a tool to use with parents as a 
means  of  linking it to  children’s  developmental  progress.  It was also  important to  work  with  
members of a system, in this case health visitors, as O’Brien’s (1998) work had indicated. 
Research texts had indicated the importance of working with members of a system to effect 
change enabling them to feel in control of the direction of change (section 4.3). It was for this 
reason it was decided to work with health visitors to effect change in the order of their perceived 
priority which meant conducting the research in two linked action research cycles. 
 
Summary of stage 4.      
 
A decision was made to deal with each identified problem separately in the order of priority in 
which health visitors viewed them. The first was dissatisfaction with the current developmental 
screening tool used in Dudley and the second was how to measure the effect of improved 
parenting skills on the young child’s development. The reason was that as the researcher 
working with them the change process was more likely to be effective if change was in the order 
and direction that Trust health visitors believed was most beneficial to practice as indicated in 
the research texts.   
 
4.13 Stage 5 (first cycle) Selection of research method. (Stage 5a pilot phase and stage 
5b exploratory phase). 
 
This stage is divided into four phases. It involves a pilot phase, an exploratory phase to 
investigate the possible acceptance of the identified developmental screening tool in health 
visiting practice, health visitor education in the use of the tool and its introduction into routine 
practice.  
 
Stage 5a Pilot phase. 
 
The purpose of this phase was to pilot the questionnaires used with health visitors, parents of 
young children and social workers, and the semi–structured interview schedule use with GPs 
(group Na, Nb, Nc and Nd respondents table 4.2). Following evaluation of data collected, any 
identified changes required could be made prior to the next phase. As no changes were 
required, results were included with those for each group in the following exploratory 
phase.  
 
Stage 5b Exploratory phase. 
 
Questions for both professionals and parents focused on gaining an understanding of the likely 
acceptance of the  proposed change. The survey  instrument  included  questions to obtain both  
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quantitative and qualitative data for each of the respondent groups for reasons discussed 
previously.  
 
The literature was used to inform the questions and an indication of how this was achieved is 
given in appendix 3 - 4.13 stage 5b - together with the questionnaires. The literature linked to 
questions in the questionnaires for parents and social workers and the semi-structured interview 
schedule for GPs is also given. Literature relating to questionnaire design is discussed at this 
stage to give an understanding of issues including the type, content and ordering of questions 
that were considered when formulating the questionnaires.  
 
A questionnaire consists of a series of question modules or sequences. The ordering of 
questions is concerned with their relevance to the project and how respondents are likely to 
react to them. Oppenheim (1992) states that classifying, or personal data questions, was off-
putting to respondents. It is therefore advisable to place these questions near the end of the 
questionnaire. This was the approach taken in devising questionnaires at this stage. There may 
be conflict between the relevance of questions to the study or project and respondent reaction 
to them. An example of this is in the case of the questions in the semi-structured interview 
schedule for GPs (respondent group Nd and Od table 4.2). No personal data were requested as 
it was felt that this would be unacceptable to the respondents and may not have been 
answered. A further consideration from the respondent perspective is their expectation of being 
asked some interesting questions concerning the study topic (Cohen et al., 2000, Oppenheim 
1992). Placing these near the beginning may help to capture and maintain respondent interest. 
 
A pilot may show that some respondents are embarrassed by some questions or find them too 
intrusive (Oppenheim 1992). This is another reason for placing questions of a personal nature 
near to the end. Respondents may also be influenced by a previous module in the way that they 
answer a subsequent question. A further consideration is how easy or difficult a question is to 
answer. It may be advisable to end with an easier one. A questionnaire pilot for respondents in 
respondent group Na, Nb and Nc was undertaken at this stage of the project although the 
numbers were small. No problems were identified but it has to be accepted that there may have 
been, had numbers been larger.  
 
The pilot stage was important in terms of validity. Data analysis indicated that questions being 
asked appeared to be relevant to this stage of the study (face validity). It was not possible to 
achieve content validity for the reasons given earlier in this chapter. 
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The balance of question types was considered. Open-ended questions are time consuming to 
complete, requiring a lot of writing. Oppenheim (1992) raises the issue of putting all questions of 
this type at the end of the questionnaire and all closed questions at the beginning. While this 
may be convenient from the data analysis perspective, it could cause the respondent to lose 
interest, due to facing the onerous task of completing a number of open- ended questions all 
together. This would result in a potential loss of valuable data. It was for this reason that open 
and closed questions were spread throughout the questionnaires acknowledging respondent 
likely reactions. This decision was based upon the researcher’s knowledge of the different types 
of respondent in respondent group N.  
 
Further issues with open-ended questions are allowing sufficient space on the questionnaire 
response form for writing the responses and analysing data (sufficient space for recording 
responses was considered in the questionnaire format). While open-ended questions give 
respondents the freedom to express their thoughts, they can be difficult and time consuming to 
answer and to analyse. Some of the richness of the data may be lost when answers are 
classified later. In this study, themes were identified from responses to open-ended questions. 
Only data relevant to the study was retained, a choice that Cohen et al., (2000) acknowledged 
has to be made. 
 
Oppenheim (1992) drew attention to possible difficulties with closed questions although they 
may be quicker to answer and more may be accomplished in the time. By offering the 
respondent a choice of possible alternatives leading the respondent in a particular direction this 
may not correspond to their own thoughts. There is a loss of spontaneity and it is not possible to 
know what the respondent said or thought of their own accord. A further problem is the possible 
introduction of bias by forcing respondents to choose alternatives. This was not tested but the 
possibility that it occurred has to be acknowledged. 
 
The funnel approach in question ordering within modules is a common approach according to 
Oppenheim (1992) and Cohen et al., (2000). This starts with a broad question progressing to 
asking very specific points. In other words, this approach starts with less threatening, easier 
questions that are quicker to answer, before asking more probing questions requiring the 
respondent to spend time thinking about how to answer them. This was the approach taken in 
questionnaires at this stage of the project. The questionnaires were short with some modules 
consisting of only one question. Data analysis of health visitor questionnaires indicated that the 
majority of respondents answered all questions indicating that this approach was acceptable to 
them. All parents and social workers answered all questions when they were given 
questionnaires to complete, indicating that the questionnaire format was acceptable to them. 
The same was true of the questions in the semi-structured interviews for GPs. The interview 
schedule was  used as a  prompt  and questions were not  necessarily  asked in the same order  
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 with each GP. Questions were expanded on where the researcher deemed it appropriate to 
elicit a response from the GP. 
 
The form of coding used for analysing data from open-ended questions was that of office coding 
(Oppenheim 1992) for data from GP interviews rather than field coding. With the latter the 
richness of the response may be lost. In office coding the interviewer records what is said then 
a coding frame is derived from responses from all respondents. Although this is time-
consuming, categories are more likely to be appropriate. Oppenheim (1992) pointed out the 
possible danger of interviewer bias by the interviewer being selective in written recording of 
respondent responses. The researcher was aware of this and sought to record responses in full.  
 
A further issue was the relevance of questions to the study. Some questionnaires include 
questions for interest that are not relevant to the particular topic being investigated (Oppenheim 
1992). In this study, only relevant questions were asked. No respondent commented that the 
questionnaires were boring or irrelevant. It could be argued that including irrelevant questions 
lengthens the questionnaire requiring the respondent to spend more time answering them. This 
may result in loss of relevant data by reducing the response rate. 
 
While no attempt was made to assess the reading age required to complete the questionnaires, 
wording was confined to language believed to be easily understandable and unambiguous, and 
leading questions were avoided as Oppenheim (1992) advised. The pilot study indicated that 
the very small sample of respondents (respondent group Na, Nb, Nc and Nd table 4.2) 
understood the wording of questions.   
 
At the exploratory phase, stage 5b, no letter explaining the purpose of the study to respondents 
was included. However, all the clinics and health centres within the Primary Care NHS Trust 
where health visitors (respondent group Oa table 4.2) were based were telephoned to explain 
the purpose of the questionnaire to a health visitor at each centre who agreed to inform her 
colleagues. A copy of the questionnaire for each health visitor to each clinic and health centre 
was posted. The researcher explained the purpose of the questionnaire to each parent and 
social worker before asking him/her to complete the respective questionnaires explaining that 
participation was voluntary. The purpose of the semi-structured interview for GPs (respondent 
group Od) was also explained when an appointment was made by telephone and again prior to 
the commencement of the interview. The same process was used for the pilot and main stage. 
 
Questions for health visitors (respondent group Oa) focused on their views and understanding 
of developmental screening; their feelings about possible change; benefits to parents; views on 
the tool being used and any experience they had of using other tools. Respondents were drawn  
 126
from the total health visitor population (n=40) within the Primary Care NHS Trust. This approach 
was taken because the sample was more likely to be representative of the total population 
(Cohen et al., 2000). The sampling strategy used was that of purposive sampling. The 
drawback of this approach is that results cannot be generalised to the wider population in this 
case all health visitors including those from other areas. The reason is because the sample 
does not represent any group other than itself. This approach was applicable at this stage of the 
study as it was only the views of the sample group that were required. 
 
Due to the small number of social workers involved (n=4) – respondent group Ob stage 5b, 
including 2 from the pilot phase, respondent group Nb, views expressed may not necessarily 
reflect those held by the majority as previously discussed. As the researcher was present while 
they completed the questionnaires, the Rosenthal effect cannot be ruled out. The Rosenthal 
effect is where pupils perform better than the teacher expects them to (Rosenthal and Jacobson 
1992). Rosenthal predicted that when elementary school teachers were given information that 
certain students were brighter than others, they unconsciously acted in such a way towards 
them that encouraged them, resulting in them achieving better (the observer-expectancy effect). 
The opposite can also be true, so achievement can depend upon which label an individual is 
given. When related to real life situations Rosenthal was intimating that the experimenter’s 
unconsciously biased expectations could affect reality and result in self-fulfilling prophecies. In 
this situation, although unaware of doing so, the researcher could possibly have affected the 
social workers’ response to the questionnaire. They could have thought that the researcher 
expected them to answer questions in the way the researcher wanted. Questions asked were 
related to the meaning of developmental screening, what areas it covered and the tool’s 
usefulness in indicating if the protection plan for the child was meeting the child’s needs. 
Although not directly related to the research project, results gave useful insight into whether or 
not the use of SOGS l was a clear way of communicating a child’s developmental status to 
professionals from a key agency outside of health.  
 
The wider population that the social worker sample (respondent group Ob) was drawn from was 
45. The sampling strategy used was that of dimensional sampling as previously explained. The 
respondent characteristics identified were: working with children and families, length of time 
they had worked within the borough, and age. Other desirable characteristics were the inclusion 
of male and female respondents and at least one from an ethnic minority group. This was also a 
sample of convenience as the researcher chose to approach two teams of social workers close 
to her work base. The population that they served included those from a mix of ethnicity, 
employment status, age, single parents and couples. 
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A telephone appointment to meet with social workers in one team was made in order to explain 
the purpose of the questionnaire prior to completion. The respondents in the first team were 
used for the pilot then the process was repeated for respondents in the second team. No 
problems were identified in the pilot, so questionnaire results were included in the main study.  
 
Questions for parents (respondent group Oc table 4.2) focused on whether the health visitor 
had explained the purpose of developmental screening to them, as well as the screening results 
for their child. They were asked if they would like a copy of the completed screening result and if 
they knew the purpose of screening. The sample group was 6 drawn from an estimated 
population of 25,000 (estimated from the total number of 12,500 children under the age of five 
years in the Primary Care NHS Trust having two parents. Information was from the Trust Child 
Health Department 1996). The sample included 2 parents from the pilot stage (respondent 
group Nc) as no change to questions was necessary. As this was a sample of convenience, and 
in most cases only one parent, usually the mother, attended clinic with a child, the potential 
sample was approximately 12,500. The sampling strategy used was dimensional sampling, a 
refinement of quota sampling (Cohen et al., 2000). This approach was taken due to the large 
number of the wider population. The researcher identified characteristics of the wider population 
in an attempt to include respondents with some or all of these factors in the respondent- group 
as Cohen et al., (2000) advised. These were if parents were single or a couple living together, 
employed or unemployed, and had children under the age of five years. Other desirable 
characteristics were that the respondent group included male and female respondents and at 
least one from an ethnic minority group. In order to include parent respondents as a group with 
these characteristics, two clinics were chosen, one in a deprived area including ethnic minority 
attendees and one in an area with a mix of the employed and unemployed. Both had attendees 
who were single parents and couples, employed and unemployed and parents from ethnic 
minority groups. This was also a sample of convenience as respondent parents were clinic 
attendees. The only identified characteristics included on the questionnaire for parents were 
that of age of parent and children. The researcher was aware of the other characteristics 
through information from health visitor colleagues when attending clinic sessions. 
 
 
 128
Male Female Employed Unemployed From an 
ethnic 
minority 
group 
Caucasian Single 
parent 
Clinic 
attendee 
√   √  √  √ 
 √  √ √   √ 
 √ √   √  √ 
 √ √   √ √ √ 
 √  √  √ √ √ 
 √  √  √  √ 
 √  √  √  √ 
 √ √   √  √ 
Table 4.9 indicating characteristics of the parent respondents at stage 5b the exploratory 
stage. 
 
 It was not possible to say that responses from this group would be the same as from clinic non-
attendees. However, the researcher was aware from her own and colleagues’ observations that 
the majority of parents were clinic attendees and therefore respondents were likely to be 
representative of the wider population of parents of 0-5 year old children (table 4.9 indicates 
characteristics of parent respondents at stage 5b). Questionnaires were given to 3 parents 
(respondent group Oc stage 5b) at each of two clinics, total number n=6.  
 
A total of six GPs (respondent group Od stage 5b) from six practices across the borough were 
chosen to gain professional input from GPs. Questions asked in semi-structured interviews with 
them included whether developmental screening was beneficial and whether it should be done 
by health visitors, the name of the screening tool in use, and if the health visitor gave them a 
copy of screening results. After showing and explaining SOGS l to them, GPs were asked their 
views.  
 
The total population that respondent GPs were drawn from was 200. The sampling strategy 
used was that of dimensional sampling as previously discussed. A larger number of GPs were 
not approached due to the wishes of the Director of Nursing Practice as previously discussed. 
Characteristics identified were that respondents should have a surgery in the Primary Care NHS 
Trust area and young children as patients, which was achieved. Other desirable characteristics 
that were met were that both male and female and ethnic minority respondents were included. 
As with the parent and social worker respondents this was a purposive sample as GPs were 
approached in different practices across the borough in an attempt to reflect the diversity of the 
population that GPs were working with. 
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The researcher made a telephone appointment to see each GP and explained the purpose of 
the interview. The explanation was repeated before conducting the semi-structured interview. 
Responses from the two GPs in the pilot were included in the main part of this part of the study 
as no adverse issues were identified. 
 
Action 
stage 
Who What Why How analysed Result 
Stage 5 b Health 
visitors 
Questionnaire 
4.13 A  
Appendix 3 
To 
determine 
their attitude 
to the 
proposed 
change in 
practice. 
Descriptive 
statistics used  
Informed the 
likely outcome of 
change 
Appendix 3  
tables 4.13 
a,b,c,d,e,f,g,h,i,j 
Stage 5b Social 
workers 
Questionnaire 
4.13 B 
Appendix 3 
As above As above As above 
Appendix 3 
tables 4.13  
k,l,m,n,o,p,q,r. 
Stage 5b Parents of 
young 
children 
Questionnaire 
4.13 C  
Appendix  3  
As above As above As above 
Appendix 3 
tables 4.13  
s.t.u.v. 
Stage 5b GPs Semi-structured 
interview 
schedule 
4.13 D  
Appendix 3 
As above As above and 
interpretation 
of comments 
As above 
Appendix 3 
table 4.13 w 
Table 4.10   Summary of data collected for stage 5b of Action Research. 
 
Data analysis was that of descriptive statistics, allowing data to be summarised and various 
aspects described (Brink and Wood 1998). Although this approach does not allow wider 
inferences to be made from the data (Hicks 1990), it was the attitude to the proposed change 
and possible acceptance of it that was relevant at this stage, not whether the findings were 
generalisable. Questionnaires, semi-structured interview schedule and details of data analysis 
in full are given in the appendix for this chapter, but a summary of the findings from each group 
is given here, with reference to the relevant tables in appendix 3. Responses in this section from 
health visitors, social workers and GPs are paraphrased and summaries extracted. Strauss and 
Corbin (1990) support this approach as they acknowledge that when dealing with qualitative 
data some may present either an overview of the entire findings (the approach taken in this 
study) or an in-depth discussion of one part of the study. Strauss and Corbin (1990) support this 
approach, as they acknowledge that when dealing with qualitative data some may present 
either an overview of the entire findings (the approach taken in this study) or an in-depth 
discussion of one part of the study. Additionally, they state that when dealing with qualitative 
data it is not possible to present all the data in total. An accurate description of the data is 
required, a process that concerns selection and interpretation. Denzin and Lincoln (2003) agree 
with this view. 
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The response rate from all health visitors (respondent group Oa stage 5b) in the area 
(questionnaire 4.13 A appendix 3) was 68% (n=27). An initial response rate for postal 
questionnaires of 40% should be possible increasing to 70% to 80% by using reminders, and 
the higher the response-rate the less likelihood of bias (Cohen et al., 2000). Due to the time of 
this stage of the study at the end of the financial year, with a number of staff likely to be either 
on annual leave or off sick, it was not deemed beneficial to send reminders to try to increase the 
response rate. (As the questionnaires were anonymous, a reminder would have had to be sent 
to all respondents). The problem is, that as Cohen et al., (2000) also points out, many deem a 
sample size of thirty to be the minimum required to accurately reflect the wider population being 
targeted. It was noted that in cases of sample size less than 30 statistical analysis was possible 
but it was likely that results would be less meaningful due to the margin of error and a difficulty 
in generalisation. For this reason, it was decided to use descriptive statistics that allow for 
summarizing data and describing various aspects of it to obtain more meaningful results (Brink 
and Wood 1996).   
 
A further issue with health visitor response was it could not be assumed that all respondents 
were available to respond at the time when the questionnaire was sent to them. It was at a time 
when a number were likely to have been unavailable due to sickness or annual leave near the 
end of the financial year. If these factors are taken into account it could be argued that the 
majority of the available total number of the wider population did respond and the response rate 
would have been between 70% and 80%.  
 
Health visitor response (respondent group Oa stage 5b table 4.2) to questionnaire 4.13 A 
(appendix 3) is now discussed, with reference to the relevant table (tables 4.12 a-j) in the 
appendix. The response to question 1, the purpose of developmental screening, showed health 
visitors were aware it was to check children were developing normally for their age, to identify 
possible developmental delay early and was of value in promoting health and development 
(table 4.13 b). In response to question 2 the majority of respondents believed routine 
developmental screening for all 0-5 year old children was beneficial (table 4.13 a), while the 
response to question 3 as to its benefits indicated most respondents perceived it as beneficial to 
the child, parent and professional (table 4.13 c). A minority in response to question 4 saw no 
benefit of routine developmental screening (table 4.13 d). Response to question 5 showed the 
majority of health visitors had used the Griffiths Scale (Modified Griffiths) for 0-5 years (table 
4.13 e), and in question 6 perceived strengths included ease of use, quick, not rigid, adaptable 
to home or clinic use, and easy to interpret (table 4.13 f). Weaknesses identified in response to 
question 7 included that it was too basic, outdated, documentation was poor and it did not lend 
itself to multi-disciplinary liaison (table 4.13 g). Response to question 8 showed the majority of 
respondents had  used no  other developmental  screening tool for  0-5 year old  children  (table  
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4.13 a) and of those who had, response to question 9, Denver Developmental Screening Test 
followed by The Schedule of Growing Skills l were the main ones used (table 4.13 h). Question 
10 asked if those who had used other developmental screening tools found them more effective 
than the Griffiths Scale (Modified Griffiths). The majority who had used other developmental 
screening tools felt they were more effective (table 4.13 a). These, in response to question 11, 
included clarity, gave better information for child on the child protection register in respect of 
Denver Developmental Screening Test, and clarity, ease of use with parents, and it was a 
continuous record of a child’s achievement for SOGS l (table 4.13 i). The response to question 
12 as to whether they were completely satisfied with using the Griffiths Scale (Modified Griffiths) 
showed the majority of respondents were not (table 4.13 a), and would be prepared to consider 
changing to a more effective developmental screening tool, as indicated through research 
(response to question 13 table 4.13 a). Question 14 asked respondents what age group they 
were in. Table 4.13 j showed that most were in age groups 31-45 years and 46-60 years. 
  
The sample was that of the whole population of health visitors in Dudley. Data analysis was that 
of descriptive statistics as previously indicated in this section. Quantitative data were expressed 
as percentages of the total number of respondents (questions 2,5,8,9,10,12,13 and 14). The 
responses for questions 1,3,4,6,7 and 11(qualitative data) were office coded to allow for the full 
views of respondents to be expressed (discussed earlier in this section). The important issue at 
this stage of the study was the attitude to the proposed change. The response to questions 12 
and 13 showed the majority of health visitors were not completely satisfied with the Griffiths 
Scale (Modified Griffiths) and were prepared to consider change to a more effective 
developmental screening tool. Data analysis therefore suggests health visitors would be more 
likely to accept change. Age can influence people’s attitude to change with older people finding 
it more difficult to learn new skills seeing change as a possible threat (Mitchell and Larson 
1987). In spite of age distribution being almost equally divided between that for the young and 
mature adult as indicated by Papalia and Olds (1978), over half were prepared to consider 
change to a more effective tool as indicated through research. However, other variables were 
not taken into account, including boredom with the present tool, or an attitude of mind that 
accepts the need for change of the discontinuous type seen today, rather than the continuous 
type known previously (Handy 1991). 
 
Response rates for parents–group Oc respondents and social workers–group Ob respondents 
(self-administered questionnaire) were 100%. Oppenheim (1992) commented that this method 
of data collection ensures a high response rate. If respondents are left alone to complete the 
questionnaires this ensures minimum interviewer bias. The researcher allowed parent 
respondents to complete the questionnaire alone. There was one exception, a person who 
requested  help with  reading  questions,  due  to his acknowledged  poor  reading  skills.  It was  
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therefore possible that interviewer bias could have been introduced in this case. Although the 
response rate for both these respondent groups was high, numbers in each group were small.  
The sample strategy used was that of dimensional sampling meaning that each respondent 
group should have included the identified characteristics. What was important was to see if 
there was agreement between respondents in each group in the way they responded to the 
questionnaire. 
 
Questionnaire data analysis of 4.13 B appendix 3 to social workers (n=4) –respondent group Ob 
table 4.2) is now discussed with reference to appendix 3 tables 4.13 k-r as appropriate. 
Question 1 asked their understanding of developmental screening. All considered it as 
monitoring a child’s development to establish whether or not he was reaching levels appropriate 
for his age (table 4.13 k). When asked what areas child development covered, question 2, 2 
thought emotional, cognitive, speech, motor and coordination skills, and 2 weight and 
immunisation (table 4.13 k). None knew the name of the developmental screening tool that 
Dudley health visitors used when asked in question 3 (table 4.13 l), and when asked to give the 
name of the tool, (question 4), there was no response (table 4.13 k). None knew the name of 
any other developmental screening tool covering all areas of child development in 0-5 year old 
children when asked in question 5 (table 4.13 m), but all in response to question 7 considered 
developmental screening to be a good indicator of a child’s developmental status (table 4.13 n). 
All in response to question 8 thought that developmental screening would show where a 
particular child needed help (table 4.13 o), and in response to question 9 all thought in child 
protection work developmental screening would indicate which person or agency would be the 
most appropriate to give the help needed (table 4.13 p). When asked in question 10 whether the 
result of developmental screening would be a good indicator as to the effectiveness of the child 
protection plan in meeting the child’s needs, all felt it could be (table 4.13 l).  
 
Question 11 asked which age group respondents belonged to. 3 were in the 31-45 year age 
group and 1 in the 60 plus year age group (table 4.13 q). The time respondents had worked in 
Dudley varied from 0-5 years and 16-20 years (table 4.13 r).  
 
Social worker questionnaire data analysis showed agreement that developmental screening 
was of value in showing a child’s developmental status and of value in child protection work. Not 
all knew the name of the tool health visitors were currently using, and there was some confusion 
as to what developmental screening covered. Age or length of time respondents had worked in 
the area did not appear to have influenced views about the value of screening. Further 
comments were about factors, which may have a detrimental effect on a child’s developmental 
progress, for example learning difficulties in the parent, drug and alcohol abuse and financial 
problems. Response to SOGS l, through discussion, following a request to see the tool, 
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suggested the proposed change would be viewed favourably, and could be of potential use in 
child protection work.  
 
Data analysis of questionnaire 4.13 C - for respondent parents (n=8) – respondent group Oc, is 
now discussed with reference to appendix 3 tables 4.13 t-v. Question 1 asked if the health 
visitor had explained the purpose of developmental screening to them prior to carrying out 
screening. The response showed it had been in most cases (table 4.13 s) as it had in the past in 
response to question 2 (table 4.13 s). Question 3 asked what they thought the purpose of 
developmental screening was, eliciting the response to check children were developing 
normally, to promote health/development and to identify children with possible developmental 
delay (table 4.13 t). Question 4 asked if parents found it helpful to know how their child was 
progressing developmentally to which all responded positively (table 4.13 s). Question 5 asked 
if parents had a parent held record for their child. Most did (table 4.13 s), and in response to 
question 6 if the health visitor recorded details of their child’s development in it, in most cases 
this did happen (table 4.13 s). When asked if this was helpful, question 7, most parents said it 
was (table 4.13 s), and in cases where the health visitor had not recorded developmental 
details, question 8, would it have been helpful? The response was ‘yes’ (table 4.13 s). Question 
9 asked if parents would like a copy of their child’s developmental screening chart to which all 
affirmed that they would (table 4.13 s), as they would like written details about their child’s 
developmental progress and advice if needed when asked in question 10 (table 4.13 s). The 
response to question 11 about their child’s age showed all had children under the age of 5 
years (table 4.13 u), and question 12 about parental age showed that most were in the age 
bands 31-35 and 36-40 years (table 4.13 v).  
 
The small sample of parents (respondent group Oc) drawn from routine clinic attendees with 
their children, gave an indication of the possible acceptance of change. All respondents were 
parents of children under five years of age living within the Dudley area, one was a father, two 
were unemployed, one was a single parent and one was from an ethnic minority group. The 
researcher obtained this information through the questionnaire responses, observation and from 
the address on the child’s clinic card. Characteristics of respondents therefore included those of 
the wider population. Age group of children reflected the age group generally brought to child 
health clinic sessions, while parental age reflected the trend to delay having children until 
careers were established (Hinsliff and Martin 2006).  
 
Questionnaire data analysis showed respondent parents valued developmental screening, and 
wanted a copy of screening results as well as written comments as to how they could help their 
child to progress developmentally. This could indicate their wish for a partnership approach to 
care between themselves and the professional, as advocated in Working Together (DOH 1999,  
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HM Government 2006, Charles 1994). Most said the health visitor had explained the purpose of 
developmental screening to them. The Rosenthal effect (previously explained in this section) 
and Hawthorn effect may have been factors in one response (Polgar and Thomas 1995), where 
one parent requested his response to be written for him by the researcher, due to his difficulty 
with literacy skills. Although his response was positive, in line with that from other parents, he 
may have felt reluctant to dictate a negative response if he felt a positive response was 
expected from him. As respondents were drawn from clinic attendees only, their views may not 
have reflected those of the wider population, which included clinic non-attendees. No statistics 
were available of the number of non-attendees, but the researcher’s observation was that the 
majority of parents living in the Primary Care NHS Trust did attend clinic with their young 
children although most frequently in the first year. 
 
Due to the absence of a control group it was not possible to establish the size, if any, of the 
Hawthorn effect (Polgar and Thomas 1995), a phenomenon where attention paid to subjects 
can alter behaviour. It has to be acknowledged therefore that responses may have been 
favourable simply because attention was being given to respondents. An indication that this 
phenomenon did not play a significant part in parental responses is supported in Sutton, Jagger 
and Smith’s (1995) research findings that most parents found developmental checks to be of 
value. Overall results suggest the likely acceptance of SOGS l by parents of young children.  
 
Data analysis of the semi-structured interview schedule 4.13 D appendix 3 used with GPs (n=6) 
– respondent group Od, with analysis for each question given in appendix 3 table 4.13 w is now 
discussed. Question 1 asked respondent GPs for their views in general about developmental 
screening of young children by health visitors. All saw developmental screening of young 
children by health visitors as beneficial, although it was felt that parents would pick up 
significant problems. Some felt that health visitors should concentrate on children most in need, 
those who did not attend the clinic or surgery and there was a need for a ‘good’ health visitor. 
None knew the name of the developmental screening tool currently being used in the Trust in 
response to question 2, but when asked about their feelings on the effectiveness of it in 
indicating possible developmental delay, question 3, some doubted its ability to do so. In 
response to question 4 whether they were ever given a copy of the completed screening form 
when a child was referred to them indicating delay, only 2 had done so, but said this was helpful 
in response to question 5. This raised questions as to whether health visitors, themselves, 
doubted the value of the tool they were currently using and how effectively they liased with the 
GP practice to which they were attached. Those who had given a negative response to question 
4 were asked to answer question 6 as to whether they would have found a copy of 
developmental screening helpful when a child with possible developmental delay was referred 
to them. In response, 1 respondent commented that it would depend on the effectiveness of the  
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tool used. Question 7 asked if they were aware of other developmental screening tools used by 
health visitors. Only two respondent GPs were aware of other developmental screening tools. 
Both mentioned Denver in response to question 8 to give the name of tools but neither gave any 
positive comments on its effectiveness.   
 
Question 9 ‘any other comments’ after the researcher had shown them the SOGS l tool elicited 
favourable comments, apart from one respondent, including its being of value for parents, for 
referral to the paediatrician and for the 30 month medical check as it was far more detailed than 
the current Clinical Medical Officer check. The minority of respondents expressed doubts, as to 
the value of screening for all children, as it was not in line with the Hall Report, but indications 
were that the introduction of SOGS l would be viewed favourably by GPs.  
 
There were no respondent GPs from ethnic minority groups but one female GP was included. 
According to Cohen et al., (2000) data obtained from dimensional sampling can be used to 
apply to the wider population, in this case that of GPs in Dudley.  However, it has to be 
acknowledged that the views expressed by the small number of GPs in the study may not have 
been representative of the views of all Dudley GPs. 
 
Results from the questionnaires to health visitors, social workers and parents of young children 
and the semi-structured interview schedule used with GPs (respondent group Oa, Ob, Oc and 
Od stage 5b table 4.2) suggested the likely acceptance of the introduction of SOGS l by those 
who would be most closely affected by the change. This was a requirement stipulated by the 
Director of Nursing Practice, which meant that it was possible to proceed with further stages in 
the change process. 
 
Following data analysis of this stage, two members of the health visitor development group 
presented this information to senior management. An outline of the research (Reynolds 1992a), 
the proposals for change, and the rationale for it were included. The result was an agreement to 
purchase the required equipment for The Schedule of Growing Skills l to implement change.  
 
4.14 Stage 5c Education of health visitors in the use of SOGS l.  
 
Thorough familiarisation in the use of a tool before use in practise was identified as essential 
(Bellman and Cash 1987, and Illingworth 1980). Incorrect usage could have resulted in children 
being wrongly identified with either a developmental need, or a need being missed. Health 
visitors themselves recognised this as essential before they started using SOGS l. Three 
workshops were set up in the month prior to implementation for all health visitors in the Primary 
Care NHS Trust to attend. All health visitors attended  the workshops. The researcher  arranged  
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two in conjunction with the Nurse Locality Manager with responsibility for health visiting, booking 
a training room within the Primary Care NHS Trust and arranging the trainer from the firm 
marketing the tool to attend. An invitation was sent to all health visitors to attend giving details of 
time and venue of the training sessions emphasising that it was compulsory to attend one 
session before being able to start using SOGS. The researcher attended the two sessions and 
the format of each was the same. The trainer showed a training video explaining the use of 
SOGS l in practice and its demonstration on children of eight months, eighteen months and 
three years. The trainer then reviewed the use of the tool by familiarising attendees with the 
practice guide in the SOGS l kit and the use of the paperwork, record and profile. Attendees 
were then divided into pairs to practice completing the paperwork, following which they had 
opportunity to ask questions of the trainer. It was then explained that implementation would be 
staged with health visitors starting with routine screening of children in the eight-month age 
group in the first month, progressing to include the eighteen month and thirty month age groups 
there after. The researcher agreed that health visitors could contact her if they had any 
problems with the use of the tool and that the firm training manager would then be contacted for 
advice as necessary. At the end of the session attendee health visitors received their SOGS l 
kit. The second session followed the same format as the first in the same venue. A record of 
attendees was kept. By the end of the second session only seven had not attended as twenty 
attended the first session and twenty-three the second.  
 
The researcher agreed with the Locality Nurse Manager to organise and facilitate a further 
training session for the remaining health visitors. It was arranged for this to take place in a local 
clinic and invited the remaining health visitors to attend, which they did. The same format was 
followed as that of the trainer from the firm marketing the tool using the same video and 
Overhead Projector material. 
 
No data were recorded from the three workshops other than the notes made on health visitor 
comments and personal observations. Nearly all were eager to start the implementation of the 
tool in practice. A few were doubtful of their ability to learn how to use the tool while 
acknowledging the desirability of the change. They felt reassured that they could contact the 
researcher if they had any difficulties in implementation of the tool in practice. 
 
Implementation was staged to allow health visitors to become thoroughly familiar with the use of 
the tool in the youngest age group (8 months), the shortest and easiest to do, before 
progressing to the older age groups, 18 months and 30 months. It was believed that using this 
method would prevent confusion in the early stages of implementation and would foster growth 
in confidence in the use of the tool. 
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4.15 Reflection on this chapter. 
 
This chapter has enabled the researcher to describe the need for change in one area of health 
visiting practice, involvement of practitioners in planning the change and evidence of its likely 
acceptance by those most closely involved with it. The results gave no guarantee of the 
acceptance of the proposed change. However, the use of triangulation (Jick 1975) increased 
the likelihood of its acceptance due to the congruence of the results from each respondent 
group.  
 
The next chapter is concerned with the introduction and evaluation of SOGS l in health visiting 
practice. It ends by summarizing the work undertaken in both chapter four and five, the whole of 
action research cycle one. 
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CHAPTER FIVE    
 
RESULTS OF THE FIRST ACTION RESEARCH CYCLE STAGE 5d TO 
STAGE 8, INTERPRETATION OF THE DATA AND SUMMARY OF THE 
WHOLE CYCLE. 
 
This chapter is concerned with the introduction and evaluation of the Schedule of Growing Skills 
l (SOGS l) in routine health visiting practice. It then considers the evaluation of health visitors’ 
use of SOGS l in the specialist area of child protection. The case study approach is used, 
together with interviews with registered children’s health visitors following the initial and first 
review child protection case conference. The registered children’s developmental screening 
results, using SOGS l, is compared with the National Profile SOGS l scores. A further 
consideration is factors present in each registered child’s family prior to registration, and 
between the initial and first review child protection case conference. Finally, the interpretation of 
the data from chapters four and five, covering the whole of the first action research cycle is 
considered, and its relevance to this study.  
 
5.1 Stage 5d  (first cycle). Introduction of SOGS l into routine health visitor practice. 
 
On completion of training, all health visitors started using the tool according to guidelines that 
had been drawn up and given them at the training session. The training indicated phased 
introduction with the youngest children first, where screening was the shortest and easiest. The 
reason was to allow health visitors to become accustomed to its use. By year two all children 
would be included in routine screening at age groups eight, eighteen and thirty months. An 
advice service was offered by the researcher should health visitors identify problems with 
implementation. Unknown issues were how health visitors would cope with using the new tool, 
would it take longer to administer than the old tool in spite of the number of routine screenings 
being reduced from six to three, and would there be any reports of parents who did not like it? 
 
Summary of stage 5d. 
 
There was a planned programme of introduction starting on an agreed implementation date.  An 
advice service was made available for health visitors. Data collected at this stage showed all 
health visitors started using the tool on the agreed date. A few queries concerning use of the 
paperwork were received, but these were resolved by telephone conversation.   
 
 
 
5.2 Stage 6 (first cycle). Conduct the research.  
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The data collected focused on evaluation of the effectiveness of change of introducing SOGS l 
into routine practice by analysis of health visitor questionnaires six weeks and ten months post-
introduction of the tool. Secondly, there was evaluation of the effectiveness of change in a 
specific area of practice, child protection. Analysis of taped interviews with health visitors of 
registered children following the initial and first review child protection case conference and 
analysis of SOGS l screening results of registered children at the same two points were used to 
achieve this. The issue of evaluation, links with the literature discussed in chapter four (section 
4.5) concerning the importance of evaluating the effectiveness of a service. It was important to 
highlight any problems and to deal with these in the best interests of the client group that the 
service was for. It was not enough to rely on the likely acceptance of the new tool as shown in 
the results of data analysis in the first action research cycle chapter four (section 4.13 stages 5a 
and 5b). The value of the SOGS l tool in practice had to be demonstrated. 
 
Health visitors continued to be actively involved as partners in the change process, the 
importance of which was previously discussed. The proposals were outlined in order to evaluate 
the outcome of change in practice to the health visitor development group.  Information required 
was evaluation of the effectiveness of change to SOGS l in practice following its introduction, 
the reason for this is given in the previous chapter.  
 
Trust management requested evaluation of the effectiveness of change as soon as possible 
following the tool’s introduction. It was decided to complete evaluation within the financial year 
achieving two objectives; evaluation in terms of clinical and cost effectiveness. Feedback was 
given to health visitors and management through a health visitor working-group. Collection and 
data analysis is described in stage 7a and 7b of the first action research cycle later in this 
chapter. Completion of analysis of the second cycle of action research was delayed due to 
change of supervisor, with feedback carried out in the same way.  
 
5.3 Stage 7 (first cycle) Evaluation procedures. 
 
As  Øvretveit  (1998)   states,  the   main  emphasis  of   evaluation  is  gathering  data   for   the  
purpose  of judging  value.  In  this study,  data were gathered  for  the  purpose  of  determining 
the value of change in practice. Discussion took place with management and health visitors 
concerning evaluation.  It was decided to  divide  evaluation  into two  parts,  the first to evaluate  
 
the introduction of SOGS l into routine health visitor practice, and the second to evaluate its use 
in child protection, a specialist area of practice. Data collection and analysis of results are 
described in sections 7a and 7b.  
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 A table indicating the respondent groups involved in the first action research cycle is included at 
this point. The purpose is to clarify the respondent groups in stages 7a and 7b. These sections 
of the table are in bold for ease of reference. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stage. When 
carried 
out. 
Respondents constituting group in each stage of cycle 
one. 
Key to group of respondents 
in each stage of cycle one. 
1 Identification January Health visitor community practice teachers n=6 L=health visitor community 
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of the 
problem. 
1996 practice teachers 
2 Discussion 
and 
negotiation 
with interested 
parties. 
January 
1996. 
Health visitors n=25 
Social workers n=3 
Parents of 0-5 year old children in Dudley n=3 
 
 
GPs n=2 
Ma=health visitors 
Mb=social workers 
Mc=parents of 0-5   
      year old children   
      in Dudley. 
Md=GPs 
5 Selection of 
research 
method. 
5a Pilot phase 
 
 
January 
1996. 
 
 
Health visitors n=2. 
Social workers n=2 
Parents of 0-5 year old children in Dudley n=3. 
 
 
GPs n=2. 
 
 
Na=health visitors 
Nb=social workers 
Nc=parents of 0-5 
      year old children    
      in Dudley.      
Nd=GPs 
5b Exploratory 
phase 
February 
–March 
1996. 
Health visitors n=27. 
Social workers n=4. 
Parents of 0-5 year old children in Dudley n=6. 
 
 
GPs n=6. 
(Data from all respondents in stage 5a was included 
in stage 5b as no changes were made to 
questionnaires for each type of respondent). 
Oa=health visitors 
Ob=social workers 
Oc=parents of 0-5 
      year old children  
      in Dudley. 
Od=GPs 
 
5c Education 
of health 
visitors in the 
use of SOGS l. 
May 
1996 
All NHS Primary Care Trust health visitors n=48. 
 
 
Bank health visitors n=4 
Pa=all NHS Primary  
       Care Trust  
      health visitors      
Pb=bank health  
      visitors 
7 Evaluation 
procedures. 
 
7a  Evaluation 
of data from 
health visitors 
following 
introduction of 
SOGS l into 
routine health 
visiting practice.  
 
 
 
June 
1996 
 
 
February 
1997 
 
 
 
Health visitors at Time 1 n=40 
 
 
Health visitors at Time 2 n=31 
 
 
 
Q=health visitors at Time 1 
and Time 2 
7b Evaluation of 
the use of 
SOGS l in child 
protection work 
by health 
visitors. 
Summer 
1997 
 
Spring 
1998 
Health visitors in the study with children on the child 
protection register on their caseload n=6 
 
 
 
 
Registered children in the study n=6 
 
Comparison group one (10 children half boys and half 
girls from each of the caseloads of the health visitors 
included at this stage) n=60. 
 
Comparison group two the National Profile SOGS l score. 
(Respondents in stage 7b of the first action research 
cycle match numbers referred to in the abstract 
paragraph 5 lines 2-5 where they are referred to in the 
following order –Rb, Ra, Rc and Rd). 
Ra=health visitors in the 
study with children on the 
child protection register on 
their caseload 
 
 
Rb=registered children in the 
study 
Rc=comparison group one 
 
 
 
Rd=comparison group two 
 
Table 5.1 (identical to table 4.2) showing when, whom and where respondents were involved in the first action     
research cycle.   
 
 
5.4 Stage 7a Evaluation of data from health visitors following introduction of SOGS l in 
routine health visiting practice.   
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Data to evaluate the first part were collected by construction and use of almost identical 
questionnaires (see appendix 4 - 5.4 A and 5.4 B) sent to all health visitors (respondent group Q 
see table 5.1) at two points. These were six weeks following introduction (time 1) and ten 
months following introduction (time 2). The purpose at time 1 was to establish health visitors’ 
views on the use of the tool in practice; if they found any problems from the children and 
parents’ perspective and how long it took to use SOGS l in the three age groups. The purpose 
at time 2 was to ascertain if there were any differences in the views health visitors held in their 
use of the tool, if any problems identified initially had been resolved and any difference in the 
time taken in screening. Data analysis was that of descriptive statistics. Health visitors’ 
responses for the first two questions of the questionnaire are seen in tables 5.2, and 5.3 a, b 
and c.  
 
Number of questionnaires sent to health visitors (n= 53). 
Number returned: 
Time 1 = 40 (75.5%) 
Time 2 = 31 (58.5%) 
 
 
The higher rate of return at time 1 - 75.5% (n=40) may have been due to the higher rate of 
interest  immediately   following   the  tool’s  introduction.  The  lower  response  rate  at  time  2  
58.5%  (n=31)  could  have  been  due  to  staff  fitting  in  annual  leave  before  the  end  of  the  
financial  year,  and  the  higher  sickness  rate  at t hat  time  of  year.  Alternatively  the  reason  
could have been that health visitors were happy with it and had little or no comments. 
 
The      reason        given            for   
answering “sometimes,” by all 
respondents who made the 
response,  was   because   the  GP  
did    not    want    it   done   at   30  
months. 
Response Frequency  
time 1 
Percent Frequency 
 time 2 
Percent 
Yes 
34 85 27 87 
No 0 0 0 0 
Sometimes 6 15 4 13 
Table 5.2 Question 1 Are you using The Schedule of 
Growing Skills? 
 
All  respondents  (respondent group Q)  were  using  SOGS l all  or  sometimes  at  time 1 and 2  
as indicated in table 5.2. Although there was a higher rate of respondent health visitors 
(respondent group Q)  using  SOGS l at time 2  the  number  of  respondents  was  smaller than 
time 1. The response rate for non-respondents was not investigated. The reason given for 
respondents  using  SOGS l   “some  of  the  time”   was   the  same  at  time 1 and  2,  the  fund  
 
holder GPs did not wish it to be done, and also in cases where the Clinical Medical Officer was 
carrying out a full developmental check as well as a medical examination. These results could 
be wrongly interpreted as GPs in general not accepting SOGS l. An indication of their 
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acceptance was that 3 health visitors out of a total of 53 were routinely using SOGS l at 8 
weeks at the GP’s request prior to the medical assessment (see comment table 5.3 a). The 
latter suggests a particularly positive attitude to SOGS l by some GPs.   
 
Comment      –      3       health  
visitors     (respondent    group  
Q) using SOGS l at the 6-8 
weeks medical at the GP’s 
request.      Table     5.3       a)  
shows health visitors 
(respondent        group        Q)  
Time Frequency 
time 1 
Percent Frequency 
time 2 
Percent 
10-15 
minutes 
18 45 20 64.5 
16-20 
minutes 
11 27.5 11 35.5 
Other 
(over 20 
minutes) 
11 27.5 0 0 
Table 5.3 a Question 2. How long does it take 
you to use The Schedule of Growing Skills? 
a) at 8 months. 
were completing screening more   quickly   by  time  2.   In  
the  8  months  age  band,  64.5%  completed  screening  in 10-15  minutes compared with 45%  
at  time 1.  Although  the  rate  for  completing  screening  in  16-20  minutes  had  increased  for  
time  2  (35.5%  compared  with  27% at  time  1),  no   health  visitors  took  more  than   twenty  
minutes to complete screening at time 2 in this age group compared with 27.5% at time 1. Health 
visitors (respondent group Q) using SOGS l at 6-8 weeks did not state how long they took  to  
complete screening.  This  was  not  followed  up due  to  the  questionnaire  responses  
being anonymous.  
 
Table 5.3 b) shows health 
visitors      (respondent      group  
Q)        in        general,        were  
completing screening, using 
SOGS l in the 18-month age 
group    more     quickly.       The  
rate - 10-15 minutes had 
increased       from       time      1  
(2.5%) to time 2 (2.9%). 
Similarly,  the  rate  for  completion  in  16-20  minutes  and 25-30  minutes  had  increased from  
Time Frequency 
time 1 
Percent Frequency 
time 2 
Percent 
 10-15 
minutes 
1 2.5 3 2.9 
16-20 
minutes 
8 20 11 35.5 
25-30 
minutes 
16 40 15 48 
Other 
(over 30 
minutes) 
14 35 2 6.5 
Table 5.3 b) at 18 months (1 respondent not doing 
screening at time 1). 
 144
time 1  to time 2  (20%  to  35.5%  and  40%  to  48%  respectively).  Only  6.5%  (n=2) at time 2  
were taking longer than 30 minutes compared with 35% (n=14) at time 1.  
 
Table   5.3 c)   shows,    there 
 was little difference in the 
time taken to complete 
screening      for      the      30- 
month   age   group   in   each  
of    the    time    bands.    The  
time taken to screen for                     
the      8-month      and      18- 
month age groups, by 
respondent        group        Q, 
Time 
Frequency 
time 1 
Percent Frequency 
time 2 
Percent
15-20 
minutes 
7 17.5 6 19 
21-30 
minutes 
15 37,5 15 48 
31-45 
minutes 
3 7.5 3 9.5 
Other (over 
45 minutes) 
2 5 2 6.5 
Table 5.3 c) at 30 months (13 respondents not doing 
screening at time 1 and 5 at time 2).  
shows  a  decrease  between  time 1 and 2,  particularly  noticeable  for  the 8-month age group.  
This suggests that  increased  familiarity  with  using SOGS l  reduced  screening  time for these  
age groups. Increased accuracy may be implied, but it was not tested. There was little 
difference  in the  30-month age  group.  This  may  have been  due to the increased complexity  
of screening for this age group, or it could imply that health visitors in the Primary Care NHS 
Trust needed more time to become confident in using SOGS l with this age group. 
 
Data  from  comments  for  questions  3  and  4  were  coded, the  coding  frame  being  derived  
from  health  visitors’  (respondent group Q)  responses  for  the  reasons  previously  discussed  
in  chapter  four  (section   4.13).  The  categories   identified   were  divided   into   positive  and  
negative comments as detailed in table 5.4.   
Question 3   
Time 1  What positive issues do you find about using The Schedule of Growing Skills? 
Time 2 Please list the positive points which you find about using The Schedule of 
Growing Skills. 
 
Question 4  
Time 1 What negative issues do you find about using The Schedule of Growing Skills? 
Time 2 Please list the negative points which you find about using The Schedule of 
Growing Skills. 
 
It  has  to be  acknowledged,  that  in  some  ways,  these  are  leading questions, at is assumed  
that  there  are  positive  and  negative  issues.  However,  by  including  a  section at the end of  
the  questionnaire  for  any  other  comments,  it did  give  respondents  an  opportunity  to voice  
any  other  issues  that  they  might  have  had.  There is a point in favour of asking respondents  
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to think in terms of positive and negative issues concerning the use of The Schedule of Growing 
Skills l. It did produce a large response from which to gain an understanding of health visitor 
respondents’ views about the use of the new tool as seen in table 5.4.   
 
Category Positive 
comments time 1   
 n=40 (37 
respondents made 
comments) 
Percent and 
frequency 
Positive 
comments time 2 
 n=31 
(29 respondents 
made comments) 
Percent and 
frequency 
Negative 
comments time 1 
 n=40 
(33 respondents 
made comments) 
Percent and 
frequency 
Negative 
comments time 2 
N=31 
(22 respondents 
made comments) 
Percent and 
frequency 
Respondents 
who made no 
comment. 
7.5% (n=3)  6% (n=2)  17% (n=7)  29% (n=9) 
Comments 
about parents’ 
response to the 
tool. 
 67.5% (n=25)  93% (n=27)  27% (n=9) 27% (n=6) 
Comments 
about children’s 
response to the 
tool. 
 5% (n=2)  7% (n=2)  6% (n=2)  18% (n=4) 
Comments from 
the professional 
point of view. 
 62% (n=23)  90% (n=26)  24% (n=8)  36% (n=8) 
Comments 
about SOGS l 
screening tool. 
57 
17 – 1 comment 
20 – 2 comments 
(100% 
respondents made 
comments) 
60  
27–2 comments 
2-3 comments 
(100% 
respondents 
made comments) 
54  
12-1 comment 
21-2 comments 
(100% 
respondents 
made comments) 
55  
26-2 comments 
1-3 comments 
(100% 
respondents 
made comments 
Comments 
relating to GPs. 
(5% (n=2) 0  3% (n=1)  3% (n=1) 
Comments 
relating to 
CMOs. 
0 0  6% (n=2) 0 
Total 112 117 83 83 
Table  5.4 Analysis of data from questions 3 and 4 at time 1 and time 2. 
 
Table 5.4 shows there was a lower rate of no positive comments at time 2 - 6% (n=2) and a 
higher  rate  of  health  visitor  respondents  (respondent group Q)  making  negative  responses  
at    time   2- 29%   (n=9).   When  numbers  are   considered  there  was  a  difference  of  1   in  
respondents  making  no   positive   comments  and   2  making  no  negative  comments.   This  
shows that there was little difference in response at time 1 and 2 to these issues. 
 
Most  positive  and  negative  comments  concerned  SOGS l,  followed  by parents’ response to  
the  tool  and  comments  from  the   professionals’   viewpoint.  This  possibly  suggests   health  
visitors’  priorities  (respondent  group Q),  concern  with  the  quality  of  the  tool,  and  concern  
with working in partnership with parents for the good of the child in a professional manner. 
Comments  at  time  1  and  2   were  similar  in  each  of  the  categories.  Negative  comments 
raised  in  rate  order  were  the  same  as  for positive issues but the number and percentage in  
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each   category   was   generally   smaller   than   those   for   positive  comments.   Respondent  
comments  have  been  italicised  in  the  following  paragraphs  for ease of identification. Those 
making  comments  at  time  1  were  coded  as  1-37,  and  those  at  time  2  as  b1-b29.   The 
respondent  code ‘1’  and’ b1’  are  not  intended  to  indicate that this was the same respondent  
at times 1 and 2. 
 
Positive comments about parents’ response (from respondent group Q) were “parents were 
accepting it and liking it,“(respondents 1,2,5,7,8,11,22,25,30-time 1, respondents 
b1,b2,b5,b7,b8,b11,b12,b28,b29– time  2);    “They   appreciated   a   copy   of   the   screening 
 results,    ” (respondents 1,2,3,5,7,11,28,30–time 1,     respondents   b1,b2,b3,b5,b13,b22,b24- 
time 2); and “they understood their child’s strengths and weaknesses better” (respondents 
3,7,12,13,25,32,35,37 -time1,      respondents    b1,b2,b3,b7,b8,b11,b12,b21,b25,b26,b28 -time  
2).   Negative  comments   about   parents’   response   to   the   tool   were   “parents   compare 
feedback and feel threatened their child may be classed as a failure” (respondents 4, 
9,18,19,23-time 1,  respondents   b4,b6,b19,b27-time 2).    A  second   negative  response  was,  
“If the child is not achieving due to immaturity this may reduce the mother’s self-esteem,” 
(respondents    9,18,19,26-time  1,   respondents  19,26-time 2).   Positive   comments    67.5%  
(n=26)   time  1  and   93%   (n=27)   time   2  were   a  possible  indication  that   parents   were  
increasingly   satisfied   with   SOGS l.   There   was   no   difference   in   the   rate  of   negative  
comments 27% (n=9) at time1 and 27% (n=6) at time 2 although numerically 3 fewer health 
visitors commented at time 2.  
 
Although there were few comments about children’s responses to the tool (from respondent 
group Q), they were important. Positive ones were “children like it,” (respondent 2 time 1, 
respondent   b3-time  2),   and   “they   ar e  more   co-operative   than   with   the   old   method”  
(respondent  14 time 1,  respondent b5-time 2).   These  comments  suggest  that  the  new  tool 
 was easier and more effective to use than the old one. Negative comments about children’s 
response to SOGS l were, “children and parents get restless,” (respondent 19-time 1, 
respondents   b6   and  b18-time 2),   and     “boring   for    child   while   complete    paperwork,” 
 (respondent   20-time 1,   respondents   b16,   b21-time 2).   Positive    comments    concerning  
children’s response to the tool showed a possible higher rate at time 2 than time 1-7% (n=2) 
and 5% (n=2) respectively, yet this may suggest a similar response, as the number of health 
visitor respondents was the same for time1 and 2. Negative responses show a higher rate at 
time  2 -18% (n=4)  than  time 1- 6% (n=2).  Again,  this  apparent  increase may be misleading,  
as the difference in the number of respondents at time 2 was only 2.  
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Positive  comments  (from  respondent  group  Q)  from  the  professional viewpoint were “looks 
more     professional    and     less     haphazard     than     the     old    system,”      (respondents  
1,2,3,7,10,15,22,28-time 1, respondents b1,b3,b8,b15,b16,b17,b20,b22,b27-time 2). It is  
“standardised, everyone does the same,” (respondents 1,2,5,18,23-time1, respondents 
b1,b2,b12,b13,b15,b21,b28-time2); “positive reinforcement for all,” (respondents 
11,12,13,32,37,39-time 1,  respondents  b1,b11,b28,b29–time 2);  and  “shows  on  paper  what 
 the  health  visitor  can  do  concerning  developmental  assessment,”   (respondents 3,7,31,35- 
time  1,    respondents     b1,b3,b12,b15,b21,b28-time  2).     Negative   comments     from     the  
professional  viewpoint  were,  “some  health  visitors  not  using the tool,” (respondents 4,6-time 
1,  respondents  b2,b8-time 2);    “not  sure  that  it  does  show  delays,” (respondents 4,8,9,21- 
time 1,  respondents   b4,b6,b10,b14-time 2).   Further   negative   comments   were,    “training  
should  have  been  earlier  to  allow  health  visitors  to  become  familiar  with  the paperwork,”  
(time 1 only-respondent 25), and “standardised screening reduces professional initiative,” 
(respondents 19,22,26-time1, respondents b7,b16-time 2). Positive comments show an 
increase from 62% (n=23)) at time 1 to 90% (n=26) at time 2. The number of respondents 
(respondent   group Q)   making   negative  comments  was  the  same  (n=8)  at  time  1  and  2  
although the rate shows an increase from 24% to 36%.  
 
All   respondents  (respondent  group  Q)   made   positive  and  negative  comments  about  the  
SOGS l tool at time 1 and 2. Only the number of respondents making each comment will be 
given,  due   to  the   high  number  commentating.  Positive  comments  were,  “it  gave  a  clear 
 picture of a child’s developmental progress,” (17 respondents-time 1, 21-time 2);  “it was 
thorough,” (10 respondents-time1, 12-time 2);  “good to indicate areas for referral,”  (10 
respondents–time 1,  12-time 2);   “equipment  was  much  more  appropriate  for  assessment,”  
(8 respondents-time 1,  8 respondents-time 2); and “it was fairly straightforward and easy to 
use.”   (12  respondents-time 1,   7  respondents-time 2).   Negative   comments   were,   “it  was 
 time   consuming,”   (8  respondents-time 1,   10   respondents-time 2);   “‘difficulty  putting  toys  
away,” a possible indication that children liked the tool, (10 respondents–time 1, 12 
respondents-time 2);   “some  items  of the  equipment  were  flimsy’,”   (12  respondents-time 1,  
and  9 respondents-time 2);  “extra  paperwork,”  (15  respondents-time 1,  16 respondents-time  
2); and “unclear about its (paperwork) storage and distribution” (9 respondents-time 1, 8 
respondents-time 2). Concerns about extra paperwork, then lack of understanding about 
distribution of paperwork raised at time 1 and 2 may suggest health visitors’ lack of effort to 
address these issues. The comment on the poor quality of some toys in the kit was taken up 
with  the  marketing  firm  and  rectified.  The  number  of  positive comments was slightly higher  
at  time 2 (60)  than time 1 (57),  but  the  number  of  negative comments was almost the same,  
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54  and  55  at  time  1  and  time  2  respectively.  Overall,  comments  suggest  an  increase  in 
health visitor satisfaction with SOGS l and increased familiarity with its use.  
 
Comments concerning GPs (from respondent group Q) were positive comments, “GPs are 
 keen that a more uniform tool has been implemented in Dudley,” (respondent 6 time 1) 
“corresponds with GP medical at 30 months and complements their documentation in the 
personal child held record” (respondent 1-time 1). Negative comments relating to GPs were 
“they   do   not  like   checklist  screening,”   (respondent  12-time 1),  and    “some   don’t   want  
screening  at  30  months  so  checks  not  standardised,”   (respondent  b19-time 2).   Only  5%  
(n=2)   health   visitor   respondents   commented   positively,   while   the   rate  of  respondents  
making negative comments was 3% (n=1).  
 
There  were  no  positive  comments  (from  respondent  group  Q)  relating  to  clinical   medical  
Officers  (CMOs). Negative comments were at time 1 only. These were, “unclear about the 
overlap  with  CMOs  for  the  30  month  check,”  (respondent 8), and “why haven’t CMOs taken  
up  SOGS if it is so effective?”  (respondent  18).  Only  6% (n=2)  of  respondents   commented  
at time 1. This suggests that health visitor respondents (respondent group Q table 5.1) in 
general did not appear concerned with any adverse response from GPs and CMOs. 
 Time 1 n=40 25% (n=10) of 
respondents made 
comments 
Time 2  n=31  32% (n=10) of 
respondents made 
comments 
Are there any other 
comments that you 
would like to make? 
 
4 – 1 comment 
5 – 4 comments 
1 – 6 comments 
Total =30 comments 
 
9 - 1 comment 
1 – 2 comments 
Total=11 comments 
Table 5.5 Analysis of data for ‘are there any other comments that you would like to 
make’ at time 1 and time 2? 
 
There were fewer ‘any other comments’ at time 2 than time1. It was useful in allowing health 
visitors  (respondent group Q)  to  express  their  thoughts  on  the  use of SOGS l, as shown by 
 the  large  number  of   comments  (table 5.5),  and  suggests  a  deeper  understanding  of  the 
 value of the tool and its usefulness in practice. Comments included the need for prompt 
replacement  of  kit  items  and  paperwork  as  required,  (all respondents-time 1),   “SOGS  is a  
good  tool  to  use  with  children  on  the  child protection register,” (respondents 6,12,13,20,21- 
time 1, respondents b5,b6,b8,b12,b18-time 2); “it is good to teach students about 
developmental   screening”,  (respondents  6,12,13,20,21,22,23,28,29-time 1);   “it  is  a   useful  
tool  to  us e for  newly  qualified  health  visitors”  (respondents 6,12,13,20,21-time 1);  “some of  
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the toys are flimsy” (respondent 12-time 1), and “there appeared to be a slight problem with 
scoring in the vision and speech and hearing sections.” (respondent  12-time 1, respondents 
b8,b11,b13,b14,19,21-time 2).  The  marketing  firm  was  notified  about  scoring  anomalies  in  
some areas, which led to slight changes in the revised SOGS ll. This reinforced the need for 
ongoing  evaluation  and updating  of the tool’s  use in  practice.  Overall r esults from this stage  
of  the  action research  cycle  show an  increasing  acceptance  of  the  SOGS l tool  in practice  
and an increasingly positive attitude towards its use.  
 
Action 
stage 
Who What Why What was 
analysed and 
how 
Result 
Stage 7a Health 
visitors  
The 
appropriateness of 
SOGS l in practice 
6 weeks post 
introduction. 
Appendix 1  
Questionnaire 5.4 
A. 
To determine 
if there were 
any problems 
in the use of 
SOGS l 
shortly after 
introduction  
Analysis of 
questionnaire. 
Use of 
descriptive 
statistics to 
determine the 
rate of time 
taken by health 
visitors for 
screening at 8 
months, 18 
months and 30 
months. Coding 
of responses for 
questions 3 and 
4 and 
determining the 
percentage 
response rate of 
positive and 
negative 
responses. 
Rate of time 
taken for 
screening 
determined. 
Tables 5.3a, 
5.3b, 5.3c. 
There were a 
larger number 
of positive 
comments than 
negative ones, 
table 5.4, no 
major  
problems,  were 
identified, and 
‘any other 
comments’ 
table 5.5.  
Stage 7a Health 
visitors 
The 
appropriateness of 
SOGS l 10 months 
post introduction. 
Appendix 1 
Questionnaire 
5.4 B 
To determine 
if there were 
any problems 
in the use of 
SOGS l after 
a longer time 
in practice 
Analysis of 
questionnaire. 
Compared 
screening time in 
the 8, 18 and 30 
month age 
groups with time 
1.  
The same 
coding was used 
as at time 1 for 
responses to 
questions 3 and 
4. 
Reduced 
screening time 
in the 8 months 
and 18 months 
age groups. 
Tables 5.3a, 
5.3b and 5.3c 
Increasing 
confidence in 
use of SOGS 
and perceptions 
of its usefulness 
in practice. 
Section 5.4 
Table 5.6  Summary of data collected for stage 7a of Action Research. 
 
Summary of stage 7a. 
 
Data  analysis  shows  an  overall   positive  attitude  to  the  change  of  screening  tool   
and  
confirms its effectiveness in routine health visiting practice.  
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5.5 Stage 7b Evaluation of data from register children’s health visitors. 
 
The case study approach was taken to gain in depth understanding of the variables influencing 
each of the six registered children‘s developmental progress in the study (The term, registered 
children, means children whose names were on the Dudley child protection register. They were 
the subjects of child protection case conferences, where a child protection plan was produced 
and implemented by professionals involved in the care of the child and family). The emphasis 
was on seeking to understand what happened and why. The purpose of interviews with 
registered children’s health visitors was to identify progress made between the initial and first 
review child protection case conference, to gain insight into how each child was cared for, and 
why care had deteriorated necessitating the child’s name being placed on the child protection 
register. Having considered data from individual cases, common factors were identified to try to 
find a possible causal link to explain why apparently ‘good enough parenting’ should deteriorate 
to a level that was not. This could strengthen the argument for changing preventative practice in 
work with children and families by focusing on areas that rendered children vulnerable to abuse. 
 
The method used to obtain qualitative data from interviews with registered children’s health 
visitors and quantitative data from comparing registered children’s SOGS l screening results 
with a comparison group are detailed in the following section. Registered children’s health 
visitors are respondent group Ra, registered children are respondent group Rb and  comparison 
group one are group Rc respondents - see table 5.1). 
 
This section concludes by discussing significant factors present in each child’s family prior to 
and between the initial and first review case conference in an attempt to understand what 
factors within a family could make a child vulnerable to abuse and how preventive work might 
be focused in order to prevent it. See tables 5.27 and 5.28 for details.    
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Action 
stage 
Who What Why How 
analysed  
Result 
1  Health 
visitors of 6 
register 
children 
Tape recorded 
interview post 
initial child 
protection case 
conference. 
Appendix 4 
Semi structured 
interview 
schedule 5.6. 
To determine the 
health visitor’s view 
of the likely 
effectiveness of the 
child protection  
plan. 
Transcribed 
interviews, 
Coded 
responses, 
Identified 
common 
responses and 
those that were 
different. 
Interpreted the 
data. 
See 5.6  
 
2  Health 
visitors of 6 
registered 
children 
Tape-recorded 
interview post 
first review child 
protection case 
conference. 
Appendix 4 
Semi structured 
interview 
schedule 5.6 
To determine the 
health visitor’s view 
of the actual 
effectiveness of the 
child protection plan 
As above. See 5.6  
3  6 registered 
children  
Screening 
results pre 
initial child 
protection case 
conference 
To determine the 
register child’s 
developmental 
status compared 
with the second 
comparison group 
Direct 
comparison of 
each registered 
child’s SOGS l   
score with the 
National Profile 
SOGS l score. 
See tables 
of results 
for each 
register 
child 5.10-
5.25 
4 6 registered 
children 
Screening 
results pre first 
review child 
protection case 
conference 
To determine the 
registered child’s 
developmental 
status compared 
with second the 
comparison group 
Comparison 
with the 
National Profile 
SOGS l  score. 
See tables 
of results 
for each 
register 
child in 
5.10-5.25 
Table 5.7 Summary of data collected at stage 7b of Action Research. 
 
Explanation of table 5.7 Stage 7b was divided into four parts.  
1 Tape-recorded interview with health visitors of 6 registered children following the initial 
child protection case conference. A semi-structured interview schedule was utilized for each 
interview. Each interview was recorded then fully transcribed by the researcher, and responses 
coded into positive and negative responses, using office coding. The reason for using this type 
of coding is because categories arrived at are more likely to be appropriate and the richness of 
respondent responses retained as discussed in chapter four (section 4.13). This allows for the 
retention of the richness of responses as discussed in chapter four (section 4.13) Common 
themes were identified and those that were different. Themes were explored to see how they 
related to each other and the data obtained interpreted. 
2 Tape-recorded interview with health visitors of 6 registered children following the first 
review case conference. The same interview schedule was utilized as used in the first 
interview  and the  same  steps  taken  as  in 1  to  interpret  the data. The responses from each  
 152
  
 
health visitor (respondent group Ra) were compared with the response from the first interview.  
3 Comparison of SOGS l screening results for each registered child before the initial 
child protection case conference. Copies of anonymised screening results for each child 
were obtained from their health visitor. The scores were compared with the National Profile 
SOGS l score (second comparison group – respondent group Rd) to identify any differences. A 
second comparison group was used as it included scores for all ages from 0-5 years providing a 
comparison for all registered children. The National Profile SOGS l score was standardised 
nationally (Bellman and Cash 1987). The children in the first comparison group (respondent 
group Rc), although drawn from a variety of clinic settings across the borough, may not have 
been representative of all Dudley children. A comparison group scores on a dependent variable 
(SOGS l screening scores) were used to evaluate the SOGS l scores of the target group, 
registered children, who had been exposed to the independent variable, inter-agency 
intervention.   
4 Comparison of SOGS l screening results for each registered child before the first 
review child protection case conference. An anonymised copy of screening results for each 
registered child (respondent group Rb) was obtained and scores in each skill area compared 
with the National Profile SOGS l score (respondent group Rd for the same reason as given in 3.  
The purpose was to see if there was any change following inter-agency work with the child and 
family. 
 
5.6 Interviews with registered children’s health visitors. 
 
The six registered children’s health visitors (respondent group Ra) were interviewed following 
the initial and first review case conference, to explore their perceptions about the use of SOGS l 
in child protection work. This was at a time when practitioners had had experience of using 
SOGS l for nearly a year. Health visitors (respondent group Ra) referred to their own records 
and case conference records during the interviews. Each recorded interview was transcribed, 
then the response from each health visitor was summarised and responses divided into positive 
and negative ones for each question. Comments that were common to all or several health 
visitors (respondent group Ra) were noted and those that were different. The same interview 
schedule was used for both time 1 and 2 except for question 1 as indicated in the schedule on 
the following page. Data gained were used to compare health visitor (respondent group Ra) 
perceptions with the effectiveness of the child protection plan (qualitative data from utilization of 
the interview schedule) with screening results for each registered child –respondent group Rb 
(quantitative data through the use of SOGS l) to gain an understanding of the influence of the 
child protection plan on the child.  
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The interview schedule was piloted on two of the registered children’s health visitors 
(respondent group Ra) to establish the appropriateness of questions and if any changes were 
needed. There was a mix of open and closed questions. A decision was made to ask question 1 
concerning their perception of the usefulness of using SOGS l in child protection work at the first 
interview only, as the response was the same at both interviews. Response from health visitors 
(respondent group Ra) in the pilot was incorporated into that for the registered health visitor 
group (respondent group Ra) as a whole. Immediately prior to the semi-structured interview 
following the initial child protection case conference, the health visitor was asked to change the 
name of individuals then to tell the researcher about the child and family in her own words. This 
was recorded. Tape recording was used to decrease the possibility of selective filtering of data 
(Too 1996) and to gain verbal accuracy of the respondents’ thoughts and experiences. The 
interview schedule questions time 1 and 2 is as follows (see also appendix 4  5.6):  
 
Number of question 
Question 
 1  I would like you to tell me in general terms how you feel about using 
The Schedule of Growing Skills (SOGS) with young children in child 
protection work (time 1 only). 
 2 Thinking back to the case conference, did you think using SOGS helped 
you to bring all relevant information to the conference? 
 3 Did you feel you presented the information appropriately at the case 
conference using the advised system? 
 4 How do you feel the needs you identified using SOGS fitted in with 
those identified by other case conference members? 
 5 Did you feel needs identified using SOGS were addressed in the child 
protection plan? 
 6  Do you think SOGS was the best tool to collect the required 
information from the health visitor perspective? 
 7 Do you feel there is a better way of obtaining this information, and if so 
what would you suggest?  
 8 How do you feel about the likely (time 1) actual (time2) effectiveness of 
the child protection plan in this particular case? 
 9 Do you think this child is achieving his/her potential?  
10 Do you feel your view has changed in any way about using SOGS with 
children on the child protection register?  
11 Are there any other comments you would like to make?  
Table 5.8 Interview schedule used with registered children’s health visitors. 
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Although the data were collected under specific headings, it did not wholly relate to the specific 
question. It also has to be acknowledged that when an interview schedule is used that it can 
result in more interviewer bias, but it does help to maintain a focus on the topic being discussed. 
With hindsight, fewer questions would have been included in the interview schedule, as this 
might have given health visitors more freedom to express their views on the use of SOGS l in 
child protection work. 
 
The following figure shows how the data generated from the interview schedule was dealt with.  
 
Pooling of data 
 
 
 Identification of categories          •  The usefulness of the SOGS l tool in child      
                                                            protection  work.                                                            
                                                         • The relevance of the information from SOGS l to           
                                                            the case conference. 
                                                         • The use of the SOGS l tool in addressing need in   
                                                            relation to child protection work. 
                                                         • The use of SOGS l as an aid in the presentation of   
                                                           material at case conferences. 
                                                         • The quality of the SOGS l tool in child protection   
                                                            work.                   
 
 
Categories used to raise the core themes.  
 
 
 Core themes            • Confidence in the use of the SOGS l tool in child protection  
                                      work. 
                                   • The appropriateness of the use of SOGS l material at child    
                                     protection case conferences. 
                                   • The addressing of the child’s needs through the use of SOGS l.  
 
Figure 5.1a Summarises how data from the interview schedule relating to child   
                    protection  work was dealt with. 
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5.7 Discussion and summary of the core themes. 
 
Confidence in the use of the SOGS l tool in child protection work. 
 
Health visitors in the study with children on the child protection register (respondent group Ra 
table 5.1) were coded as 1,2,3,4,5, and 6. The first core theme concerns data from questions 
1,6,7,10 and 11. Data from question 1 shows that respondents noted confidence they had in 
using the SOGS l tool in child protection work. All respondents said SOGS l was “very useful, “ 
“it is very versatile and comprehensive.” (respondents 3,5 and 6); “It is the best way for health 
visitors to present information about a child’s development at the case conference,”‘(respondent 
1), and, “it’s precise, factual information gained in a scientific way, it gives you a guideline to 
identify need, its not just opinion,”‘(respondent 2). This was a particularly important point 
emerging from data collection to share with respondents, as it reinforced the results from data 
collection from questionnaires to those most likely to be affected by the proposed change to 
SOGS l, prior to its introduction into health visiting practice (chapter four sections 4.13). This is 
affirmed in the data from question 6. where responses from all health visitor respondents 
suggest that it was the best tool to use (time 1 and 2). Respondent 2 commented that, “it looks 
at all areas, its difficult to miss anything really, there are other tools that other authorities use but 
I find this one better.”’ Respondent 4 commented, “it’s visually very effective, it’s easy to carry 
out;” and respondent 2, “although initially people may have been sceptical, in cases like this it’s 
a good tool, well documented, clear, concise, you can explain it easily to someone who has 
never seen it before, shows exactly what you are covering.” 
 
Confidence in the use of SOGS l is again reaffirmed in the comments for question 7 where 
health visitor respondents (respondent group Ra) felt that there was no better way of obtaining 
that information. All said they could not think of a better way of collecting the required 
information if a child had problems (time 1 and 2). Respondent 3 commented, “SOGS 
highlighted it,”’ meaning the problem (time 2). Respondent 4 (time 1 and 2) commented, “No I 
don’t think there’s a better way, it’s the best we’ve got at the moment.” This indicates 
acceptance of the new tool. Respondent 5 commented on her experiences in another authority 
in using a tool based on Sheridan (time 1). “I think they took lots of different ways of assessing 
children, they put it together on a sheet and you ticked it for ages 8,18 months and 30 months, 
you couldn’t use it for any other ages --- you had to do your own thing.” The problem with this 
approach is why it was permitted without questioning the validity of the methods used. A further 
observation is that health visitors may prefer less leeway, and this approach relates to their 
status at the time. They  prefer  a tool  that  meets  service  needs  and  that of multi-disciplinary  
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groups, as this is the reality of the way in which they work. However, it has to be acknowledged 
that there is no tool that is completely effective.  
  
The comments for question 10 again confirms respondents’ (respondent group Ra) perceptions 
of the value of SOGS l in child protection work, a perception that remained unchanged from 
time 1 to time 2 – respondents1,2,4,5 and 6 felt that it was the same and that it was very useful 
(time 1 and 2). Respondent 3 commented (time 2) her view had not changed but, “although it 
(SOGS l) was useful, I would use it in a different way. I think that as professional health visitors 
we need to be working with it, it’s not an end in itself, we need to use our interpretive skills in 
conjunction with the tool.” Here opposite views are being expressed. On the one hand 
respondents are saying that SOGS l is the best tool to use and on the other that it does have 
limitations. Comments to question 11 affirm the use of SOGS l in practice. These were, “how did 
we manage before SOGSۢ,” (respondents 1,2,4 and 5 time 1 and 2); “I feel safer using it,” 
(respondents 3 and 6 time 2); “it helped to focus”  (respondent 4 time 1); “helped prevent 
leaving anything out,” (respondents 2 and 3 time 1); “good documentation for sharing 
information at a case conference,” (respondents 1,2,4 and 5 time 1 and 2). Final comments 
were, “didn’t pick up social and environmental factors,” and, “development can appear within 
normal limits but interpretation can indicate a problem” (respondent 1 time 2). 
 
5.8 The appropriateness of the use of SOGS l material at child protection case 
conferences. 
 
The second core theme relates to the data from questions 2,3,4,5 and 8. Data from question 2 
shows that respondents felt it did aid in bringing all the relevant information to the case 
conference. All respondents said that using SOGS l had enabled them to bring all the relevant 
information to the conference (time 1 and 2). “It helped me to summarize what was going on 
with the child,” (respondent 2), and, “it jogged my memory to bring all the details to the case 
conference,” (respondent 4).  However, respondent 5 commented (time 2), “it did not pick up my 
concerns about the child’s emotional development.” This comment links with the last comment 
made in question 3 indicating that two respondents were aware of the limitations of the SOGS l 
tool.  
 
Comments to question 3 showed that respondent’s perception was that SOGS l aided the 
presentation of information at the case conference in an appropriate way. All felt they that they 
had been able to do this using SOGS l (time 1 and 2). Respondent 5 commented time 2, “I think  
 
 
 157
  
the case conferences have been better for us and the social workers and solicitors because 
they understand better what we are doing.” This meant that the advised system of presentation 
made the meaning of the data understandable for more than one professional group, potentially 
facilitating meaningful discussion as to its implications for the child and any further action that 
needed to be taken to help the child/child and family. Respondent 1 expressed reservations 
about SOGS l with regard to emotional development (time 2), “it was difficult to understand this 
and the impact of what was going on within the family, but this was something other case 
conference participants had also found difficult.” 
  
Data from question 4 showed accordance of needs identified through the use of SOGS l with 
those identified by other case conference members. All respondents (respondent group Ra) felt 
that the needs they identified using SOGS l, fitted with those identified by other case conference 
members in relation to social and developmental needs, but not for general family problems, for 
example finance and environmental factors (time 1 and 2). “The social needs and health needs 
actually fitted together when we discussed them,” (respondent 3); “yes in relation to the child but 
not family problems,” (respondent 5). On reflection, further questioning could have been useful 
in identifying what tool other case conference members used to identify need, or if none had 
been used and need was based only on opinion. If the latter was the case, it could be argued 
that no tool is necessary, but if challenged there is no factual evidence upon which to base 
conclusions reached as to need. Comments in question 4 regarding the limitations of SOGS l in 
identifying general family problems, emphasises the limitations of the tool, yet it was not 
designed for this purpose.  Its purpose is the screening of the child’s developmental progress in 
all areas (Bellman and Cash 1987,Bellman et al., 1996). However, it acknowledges the 
rightness of health visitors to be aware of these limitations, and is further emphasised in 
comments for question 11. It also raises questions about whether health visitors were fully 
aware of the areas covered by the SOGS l tool and that it did not cover identification of social 
issues. Although it does not challenge the validity of SOGS l as the tool was not intended to 
identify social issues, It does raise issues as to whether a further tool should be used with 
special groups, for example children on the child protection register. The tool would need to be 
designed for the specific purpose of identifying social issues within which the child is being 
cared for. 
 
Further data relating to the second core theme is found in questions 5 and 8. In response to 
question 5 all respondents felt that the needs they had identified using SOGS l were addressed 
in the child protection plan  (time 1 and 2). “It was in the plan that existing referrals should be 
followed through” (respondent 2); “yes there were issues in the plan to help with the child’s 
emotional needs”  (respondent 4).  Data  from  question  8  shows  that respondents 1,2,4 and 6  
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answered positively regarding the use of SOGS l in aiding the formation of the child protection 
plan at time 1 and 2. Comments from respondent 4 were, “I think it will be effective because it 
addresses all the issues,”  (time 1), and “yes it was effective,” (time 2).  However, two 
respondents felt the plan was not likely to be (time 1), or actually (time 2), effective, the first 
(respondent 3) due to the child not being in the right environment and the second (respondent 
5) because the mother’s expectations were unrealistic, and her anger had not been addressed 
in the child protection plan.  
 
5.9 The addressing of need through the use of SOGS l in child protection. 
 
The last core theme relates to the data from questions 5 and 8. Data from question 8 shows that 
needs identified through using SOGS l were addressed in the child protection plan.  All 
respondents felt that the needs they had identified using SOGS l were addressed in the child 
protection plan  (time 1 and 2). “It was in the plan that existing referrals should be followed 
through,” (respondent 2); “yes there were issues in the plan to help with the child’s emotional 
needs,” (respondent 3).  However, comments to question 8 also relate to this core theme, the 
use of professional judgement in the effectiveness of the plan. Comments from  respondent 3 
(time 1) was, “no not really, the child is not in the right environment,” and  respondent 5 (time 2), 
“Mother’s unrealistic expectations and problem with her anger, they’ve not been addressed in 
the plan.”  Comments show that however good a written plan may appear to be, it does not 
guarantee a successful outcome for the child. The interplay between the child, family and 
environmental factors are of particular importance, as acknowledged in the comments to 
question 8 and in the conceptual framework (chapter one figure 1.2).   
 
Overall, the themes generated from responses to the semi-structured interview schedule at time 
1 and 2 by respondent health visitors, show their perception that SOGS l was effective when 
used in child protection work. However, on reflection, more could have been made of the 
responses around the themes. This may have afforded greater understanding, not only of the 
strengths of using SOGS l in child protection work, but also its limitations and the value of 
professional interpretation in relation to the effect of family and environmental factors on the 
developing child. 
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5.10 Consideration of registered children and non-registered children (sample group) 
screening results. 
 
The first sample group was 10 children from each of the registered children’s health visitor 
caseload, 60 children in all (respondent group Rc). Criteria for inclusion were children not on the 
child protection register, born at full term and with no known developmental delay or medical 
problems. There were an equal number of male and female children who had had 3 routine 
developmental screenings using SOGS l.  
  
A one-way ANOVA test to find out if there was a difference between the registered children and 
non-registered children at ages 1, 2 and 3 drawn from the local population was considered. The 
difficulty was there was a score for each skill area but no overall SOGS l  score. The reason for 
this is implicit, though not discussed, in Bellman et al., (1996). An overall score could give the 
impression a child was making satisfactory progress when in fact help was required in a 
particular area. Additionally, the 6 registered children did not all have routine screening results 
at age 1, 2 and 3 so there would have been a difficulty in obtaining meaningful results from 
using data from those registered children who had these screening results. 
 
The same issue of no overall score is acknowledged in chapter six (section 6.7) in relation to 
the Parenting Skills Scale. Perusal of the National Profile SOGS l score (respondent group Rd) 
and the sample group SOGS l scores (respondent group Rc) showed most Dudley children 
were scoring above the National Profile SOGS l scores (respondent group Rd) in all skill areas. 
Although these children were drawn from a variety of settings across the borough, it could not 
definitely be said they were representative of all Dudley children. A different approach was 
therefore taken by comparing registered children’s (respondent group Rb) SOGS l scores with 
the National Profile SOGS l score (respondent group Rd) at each age as seen in sections 5.12 
a-f. The National Profile SOGS l score were derived from scores of 1182 children aged 0-5 
years who were used in the development of the tool. They were from all parts of the British 
Isles.  
 
5.11 The case study approach. This was previously discussed in chapter four (section 4.2). 
The reason for using this approach is because it is the investigation of a contemporary 
phenomenon within its real-life context in which multiple choices of evidence are used (Robson 
2002). In this case the real-life context is the environment in which the child is cared for. The 
goal of case study method is to describe the case as completely and accurately as possible, 
with possibly  the most  important  attribute  of  this  approach  being that it allows for the holistic  
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investigation of meaningful characteristics of real-life events (Yin 2003). It also allows for the 
use of a number of different types of data and research methods (Denscombe 1998, Yin 1994). 
This study uses the collective case study approach to understand the uniqueness of each and 
the commonalities between them (Stake 1995) as previously discussed in chapter four.  
 
The use of the collective case study approach in this study is used in learning about the effects 
of multi-agency working with the child and family on the child’s developmental progress. It is 
used in identifying factors common to each family that appear to encourage developmental 
progress in the young child and those that do not.  
 
Although the number of cases studied was small and seemingly a poor basis for generalisation, 
Stake (1995) argues that the same problems may recur in different cases meaning 
generalisations can be drawn. This is the case for this study, as collectively it refined 
understanding to indicate improvement in parenting resulted in improved developmental 
progress in the child as the literature had previously indicated.  
 
Case selection was previously discussed in chapter four, so is briefly referred to here. Selection 
was a sample of convenience, limited to those children whose names were on Dudley child 
protection register, having an initial and first review child protection case conference within the 
six-month period of this part of the study. Children had to live in Dudley and have a Dudley GP 
and health visitor. 
 
Using the case study approach (qualitative data) in combination with data from developmental 
screening records (quantitative data) can allow for the understanding of the social conditions 
that the child is living in, and its effect on the child’s developmental progress. It can allow for the 
understanding of parenting skills and the effect on the child, reinforced from evidence from 
developmental screening (quantitative data). In this study, the data obtained through using the 
case study approach was necessary to gain as full an understanding of the child, parent, and 
family and environmental factors that could/were affecting the child’s developmental progress. It 
allowed for the understanding required as conceptualised in the conceptual framework (chapter 
one figure 1.2). This information was particularly relevant in the context of understanding and 
meeting the needs of the specialist group, registered children, the subjects of the case studies.  
 
A further issue was collecting data without breaching confidentiality. Referring to The Data 
Protection Act 1984 Cohen et al., (2000)  states  that data for research purposes is exempt from  
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the principle of giving individuals the right of access to personal data about themselves, 
provided that data is not made available in a form identifying individuals. To comply with this, 
health visitors changed the name of the children and families when relating their story at the first 
interview. No written records and no details were given on the SOGS l profile forms apart from 
the child’s age. The child’s name was changed to a number. No data were held that could 
identify the person supplying it, as health visitor names were changed to a number to prevent 
this possibility. A further issue under the Data Protection Act 1984 (Cohen et al., 2000) is that 
appropriate security measures must be taken to prevent unauthorised access. All data were 
kept locked in a cupboard in the researcher’s home with no other person having access to it to 
comply with this requirement.  
 
Throughout the consideration of the following case studies it should be remembered that 
registered children’s health visitors are respondent group Ra, registered children 
respondent group Rb and the National Profile SOGS l scores are respondent group Rd. 
 
5.12 a Case study child 11. This three-year-old boy was the younger of two children, his sister 
being one year older. Both lived with the mother, the father paying irregular visits. Alcohol abuse 
and physical violence were significant factors in the volatile parental relationship with the 
children being caught up in domestic abuse episodes. 
 
The family lived in a council house, had recently moved to the area, and were isolated from 
friends and extended family. Finance was dependent on benefits with no support from the 
father. The mother had older children but no contact with them, her ex-husband having custody 
of them. The reason for this was unknown. The father had a previous history of violent 
behaviour. The health visitor observed child 11 copying the father’s behaviour by shouting at his 
mother and sister and being openly defiant. His sister always appeared loving towards him but a 
little frightened when he shouted at her.   
 
The quality of the relationship between parents and children was dependent on the state of the 
parents’ own relationship, the mother putting her own needs before her children’s. The  children 
were said to be afraid of their father. The main agencies involved were nursery following 
registration, social services and health visitor. Health visitor input focused on behaviour 
management, including getting the children to eat, with regular meal times sitting at a table. 
Parental working with agencies was limited in respect of the mother who put her own and her 
partner’s needs before the children’s and the father was openly antagonistic.  
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Initially, the children were not placed in foster care, as the mother appeared to co-operate with 
services for a short time following registration. However, the situation deteriorated after the end 
of this study and they were placed in long term foster care. 
At nursery child 11 
was deemed a bright 
child, but this was not 
reflected in his 
developmental status. 
Prior to registration, he  
was achieving below 
the National Profile 
SOGS l score at age 3 
(see table 5.9) in loco-motor, manipulative, visual and self care skills. Previous developmental 
history was not available.  
Developmental skill 
area 
Child’s SOGS l 
score in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 12 13/14 
Manipulative 18 19 
Visual 14 16 
Hearing & language 15 14/15 
Speech & language 16 15/16 
Interactive social 19 18/19 
Self care social 12 14/15 
Table 5.9    showing how results of SOGS l screening for child 
11 at age 3 differed from the National Profile SOGS l score at the 
same age. 
 
By the first review, 
child 11 was aged 40 
months (see table 
5.10). He had 
progressed 
developmentally 
showing he was 
slightly above the 
average compared 
with the National Profile SOGS l score, although there was a quality issue for interactive social 
skills as behaviour was not consistently age appropriate.  
Developmental skill 
area 
Child’ SOGS l score 
in skill area 
National Profile SOGS l 
score in  skill area 
Loco-motor 15 13/14 
Manipulative 21 20/21/22 
Visual 17 17 
Hearing & language 18 16/17 
Speech & language 18 16/17 
Interactive social  19 18/19 
Self care social 19 16/17 
Table 5.10 showing how results of SOGS l screening for child 11 
aged 40 months differed from the National Profile SOGS l score 
at the same age. 
 
There were variables in this child’s life when developmental progress was below the National 
Profile SOGS l score in the identified areas (see table 5.9). These were ongoing witnessing of 
parental violent relationship often drink related, including physical violence, seeing his sister 
physically abused by her father, the mother’s fear of her partner and her inability to put the 
children’s needs before her own and her partner’s. 
 
The main variable in this child’s life during the study period was regular attendance at a social 
services nursery, social services funding placement. Although the father was supposed to be 
excluded from the household, neighbours reported he still visited, but the children saw less of 
him being at nursery.  Indications were  it was  the  influence  of nursery rather  than  that  of the  
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parents resulting in improved developmental progress (see table 5.9). It would also seem that 
developmental delay prior to registration was due to the impact of the child’s home environment. 
 
5.12 b Case study child 22 This two-year-old only child lived with her mother in council 
property. Little was known about the parent’s relationship but the father cared for his daughter 
while the mother worked in a caring profession. The social worker felt he agreed to the 
arrangement out of a sense of duty rather than love of his child. The mother was mentally 
unstable at times in spite of medical help. She had limited child-care to mainly physical care but 
had not admitted this prior to the incident leading to registration. The mother claimed to love her 
child but was reluctant to acknowledge all aspects of care her child needed. She preferred to 
work, rather than spend more time with her daughter, which claiming benefits would have made 
possible with little difference in income. This would also have released the father from the role 
of reluctant carer. There was no extended family input. Although the mother had attended clinic 
for routine appointments, she had not sought help from the health visitor giving the impression 
she did not want any. The health visitor did not know about the mother’s mental problems prior 
to conference.  
 
Child development results at 
age 1 (table 5.11) showed 
achievement was below the 
National Profile SOGS l 
score in all areas except 
loco-motor, hearing and 
language, and self care 
social. This was prior to the 
mother returning to work.  
Developmental 
skill area 
Child’s SOGS l 
score in skill area 
National Profile SOGS 
l score in skill area 
Active posture 6 7/8/9 
Loco-motor 0 0 
Manipulative 4 6 
Visual 6 8 
Hearing & 
language 
6 5 
Speech & 
language 
3 4 
Interactive social 5 6 
Self care social 5 2/3 
Table  5.11 showing how results of SOGS l screening for 
child 22 at age 1 differed from the National Profile SOGS l 
score at the same age. 
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By age 2 (see table 5.12) the 
father was caring for the 
child during the day. 
Development had improved 
being above the National 
Profile SOGS l score in 3 
areas; visual, hearing and 
language, speech and 
language skills, with other 
areas being the same as the 
National Profile SOGS l score. At age two years, child 22 went into foster care following 
registration. 
Development
al skill area 
Child’s SOGS l 
score in skill area 
National Profile SOGS 
l score in skill area 
Loco-motor 7 7/8/9 
Manipulative 12 12/13/14 
Visual 15 13 
Hearing & 
language 
14 10/11 
Speech & 
language 
14 11 
Interactive social 14 14/15 
Self care social 8 8/9/10 
Table   5.12 showing how results of SOGS l screening for 
child 22 at age 2 differed from the National Profile SOGS l 
score at the same age. 
 
By age 3 (see table 
5.13), when the review 
case conference was 
held, the child had 
been returned to her 
mother following a 
period in foster care. 
The mother had 
relinquished her job, 
as the father was no 
longer willing to care for the child. Development results showed the child was achieving below 
the National Profile SOGS l score in all areas. Contact with the father had entirely ceased.  
Developmental 
skill area 
Child’s SOGS 
lscore in skill area 
National Profile SOGS l score 
in skill area 
Loco-motor 12 13/14 
Manipulative 11 19 
Visual 15 16 
Hearing & 
language 
13 14/15 
Speech & 
language 
14 15/16 
Interactive social  17 18/19 
Self care social 11 14/15 
Table 5.13 showing how results of SOGS l screening for child 22 
at age 3 differed from the National Profile SOGS l score at the 
same age. 
 
A significant variable in this child’s life at age 1, when development was below the National 
Profile SOGS l score, was the mother with mental health problems being the main carer. By age 
2 when development had progressed, a significant variable appeared to be the change to the 
father as the main carer during the day. A return to the mother as the main carer, the upheaval 
of foster care and retreat of the father from the child’s life appeared to be variables contributing 
to developmental progress at age 3 being below the National Profile SOGS l score in all areas.  
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5.12 c Case study child 33. This 18-month-old child was the second in the family having a 
sister two years older. Both parents were described as caring, but parenting skills were limited, 
both having experienced poor parenting themselves. Their relationship was volatile, violent and 
unstable the father commencing a prison sentence shortly following registration. There was little 
family support. Home was a council house and finance was unpredictable. due to the father’s 
irregular employment. 
 
Input from the health visitor and nursery nurse focused on helping the mother to play with the 
children and give appropriate stimulation to aid development. This had been instigated after 
realising child 33 had been kept strapped in a pushchair much of the time, and had been late 
walking with no medical reason found for the delay.  
 
Generally, parents were reluctant to work with agencies finding it difficult to understand the 
reasons for their concern. Father in particular was very anti-authority. Help received at a family 
centre and in the home was not followed through.  
 
Having parents with limited 
parenting skills 
themselves, financial 
problems, a volatile 
relationship, limited family 
support and an older 
sibling to care for appear 
to have been the main 
variables having impact on 
this child’s developmental 
progress. Initially he made 
good progress but as demands on parenting skills increased he did less well. At age 1 (see 
table 5.14), he was achieving above the National Profile SOGS l score apart from manipulative, 
interactive social and self-care social skills where there was no difference. 
Developmental 
skill area 
Child’s SOGS l 
score in skill area 
National Profile SOGS l 
score in skill area 
Active posture 10 7/8/9 
Loco-motor 3 0 
Manipulative 6 6 
Visual 11 8 
Hearing & 
language 
7 5 
Speech & 
language 
7 4 
Interactive 
social  
6 6 
Self care social 3 2/3 
Table 5.14 showing how results of SOGS l screening for 
child 33 at age 1 differed from the National Profile SOGS l 
score at the same age. 
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 National Profile 
SOGS l score in skill 
area 
By   age    2    (see   
table  
5.15),    following     
which 
 his   name    was   
placed  
on the local child 
protection register, 
development              
was  
below       the       
National  
Profile    SOGS l      
score  
Developmental 
skill area 
Child’s SOGS 
l score in skill 
area 
Loco-motor 5 7/8/9 
Manipulative 11 12/13/14 
Visual 11 13 
Hearing & 
language 
9 10/11 
Speech & 
language 
7 11 
Interactive 
social 
13 14/15 
Self care 
social 
7 8/9/10 
Table 5.15 showing how results of SOGS l screening for child 
33 at age 2 differed from the National Profile SOGS l score at 
the same age. 
in   all   skill   areas.   This  
was   in   spite   of    input  
 
from the nursery nurse 
 
By age 3 (see table 5.16), 
and the review case 
conference, although the 
parents had received help 
in childcare from a family 
support worker at home 
little progress had been 
made. This child’s  
development  was 
progressing. but at a level  
Developmental 
skill area 
Child’s SOGS l score in 
skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 10 13/14 
Manipulative 15 19 
Visual 14 16 
Hearing & 
language 
10 14/15 
Speech & 
language 
11 15/16 
Interactive 
social 
17 18/19 
Self care social 11 14/15 
Table 5.16 showing how results of SOGS l screening for 
child 33 at age 3 differed from the National Profile SOGS l 
score at the same age. 
below the National Profile SOGS l score in all areas. During this time the father was committed 
to prison meaning the mother was left as the sole carer   
 
In spite of input from health and social service agencies the variables that initially appeared to 
militate against developmental progress for this child were not overcome, and childcare 
deteriorated. After the period of this study child 33 and his sibling were removed to foster care. 
 
5.12 d Case study child 44. This three-year-old only child lived with working parents said to 
love him in their own home. The mother was the dominant partner with little known extended 
 167
family input. The mother was very anxious for him to succeed, trying to push him too far. He 
was a bright child but the mother was not allowing him to learn through play and when he could 
not do what she wanted, she became very angry with him. He attended nursery, where staff 
were concerned over the mother’s attitude. 
 
Due to parents working, health visitor input was limited, although the child attended clinic for 
routine appointments. Following foster care placement shortly before the initial case conference 
and registration, health visitor input was supporting the social worker in seeking to get the 
mother to look at anger management and develop skills to enable her child to learn through 
play. As the first health visitor left between conferences, the second, who had known the family 
previously, took over. The mother was angry and tended to be antagonistic towards working 
with agencies feeling she should be able to do what she chose regarding child- care while the 
father took a more passive role. 
 
This child experienced 
input from a mother over 
anxious for him to achieve, 
trying to push him to his 
limit but without the 
appropriate understanding 
of what to expect of a child 
of his age. Impact on his 
development was age 1 
(see table 5.17), he was 
achieving above the 
National Profile SOGS l 
score in all skills areas, apart from speech & language skills, which were below, and interactive 
social and self care skills which were the same.   
Developmental 
skill area 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Active 
postural 
12 7/8/9 
Loco-motor 2 0 
Manipulative 8 6 
Visual 9 8 
Hearing & 
language 
7 5 
Speech & 
language 
3 4 
Interactive 
social 
6 6 
Self care 
social 
3 2/3 
Table 5.17 showing how results of SOGS l screening for child 44 
at age 1 differed from the National Profile SOGS l score at the 
same age. 
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By age 2 (see table 5.18), 
he was achieving above 
the National Profile SOGS 
l score in all skill areas, 
apart from visual skills that 
was below, and self-care 
social skills that was the 
same as the National 
Profile SOGS l score.  
 
By age 3 (see table 5.19), 
after which the child’s 
name was placed on the 
child protection register, 
developmental results 
indicated deterioration in 
progress. He was 
achieving above the 
National Profile SOGS l 
score in only three areas, 
visual, hearing & language, and speech & language. The score for loco-motor and manipulative 
skills was the same as the National Profile SOGS l score, but interactive social and self-care 
social skills were below.  
Developmental 
skill area 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 10 7/8/9 
Manipulative 16 12/13/14 
Visual 12 13 
Hearing & 
language 
13 10/11 
Speech & 
language 
14 11 
Interactive 
social  
18 14/15 
Self care social 10 8/9/10 
Table   5.18 showing how results of SOGS l screening for child 
44 at age 2 differed from the National Profile SOGS l score at the 
same age. 
Developmental 
skill area 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 14 13/14 
Manipulative 19 19 
Visual 18 16 
Hearing & 
language 
17 14/15 
Speech & 
language 
17 15/16 
Interactive 
social 
16 18/19 
Self care social 13 14/15 
Table 5.19 showing how results of SOGS l screening for child 44 
at age 3 differed from the National Profile SOGS l score at the 
same age. 
 
By age 4, 39 months, (see 
table 5.20) child 44 was in 
foster care with supervised 
access by the mother. He 
was achieving above the 
average for his age as 
indicated by the National 
Profile SOGS l scores in all 
areas. 
Age 4 (39 
months) 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 16 13/14 
Manipulative 23 20/21/22 
Visual 20 17 
Hearing & 
language 
19 16/17 
Speech & 
language 
18 16/17 
Interactive 
social 
22 18/19 
Self care social 18 16/17 
Table 5.20 showing how results of SOGS l screening for child 
44 at age 39 months differed from the National Profile SOGS l 
score at the same age. 
 
 
 
Development results indicated the appropriateness of agencies’ decision to place this child in 
foster care where the variable, change in environment, facilitated development and that much 
work needed to be done with the mother particularly, before considering the child’s rehabilitation 
home. Variables operating against developmental progress while at home appeared to have 
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been the mother being over eager for him to succeed with inappropriate stimulation for his age 
and the father’s lack of intervention. Lessons to be learned from this case are inappropriate 
stimulation with excess pressure being put on the child, can result in preventing developmental 
progress as much as lack of appropriate stimulation.  
 
5.12 e Case study child 55 was a 22-month-old girl, the youngest of six children, the others 
being school age. The family lived in a three storey council house. Parental relationships had 
been  strained  due  to  the  father’s  violence  towards  the  children,  but   had  improved   after  
 
he acknowledged his behaviour led to the children’s names going on the child protection 
register.  
 
Both parents were thought caring and loving towards their children. In spite of the father’s 
previous violent behaviour, because agencies believed he was genuinely remorseful and was 
trying to follow advice, he was allowed to remain in the house as main carer as the mother had 
recently been diagnosed as terminally ill. Finance was an issue, as the father could not work as 
well as care for his wife and children. A playgroup place was available but had not been utilized 
due to the mother’s illness and child 55 being clingy, wanting to stay with her mother.  
 
Health visitor input was helping with advice on routine care, aiding development, claiming 
benefits and support for the father, reinforcing that he was doing a good job with the children. 
He had attended anger management classes after being encouraged to do so. Both parents 
were anxious to work with agencies, particularly father, who realised how close he had come to 
losing his children through his actions. 
 
Child 55 was being cared for in a close knit but rather chaotic family, and a loving relationship 
between parents and children until the father’s action. Following this, it was felt he was 
regaining the children’s love and trust as well as his wife’s due to his genuine remorse and 
changed attitude. 
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Prior to registration at age 2 
(see table 5.21), the child’s 
development showed 
scores with no difference 
from the National Profile 
SOGS l score in loco-motor, 
hearing & language and self 
care social skills 
Manipulative and visual 
skills were below the 
National Profile SOGS l score but speech & language skills were above.  
Developmental 
skill area 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 9 7/8/9 
Manipulative 10 12/13/14 
Visual 12 13 
Hearing & 
language 
10 10/11 
Speech & 
language 
12 11 
Interactive 
social  
12 14/15 
Self care social 10 8/9/10 
Table 5.21 showing how results of SOGS l screening for child 
55 at age 2 differed from the National Profile SOGS l score at 
the same age. 
 
 
At age 22 months (see 
table 5.22) the time of 
registration development 
was age appropriate   
compared with the National 
Profile SOGS l score, 
except for visual skills, at 
the 18 months level.  
 
 
 
Developmental 
skill area 
Child’s SOGS l score National Profile SOGS l 
score in skill area 
Loco-motor 9 8/9/10 
Manipulative 14 14/15/16 
Visual 13 14 
Hearing & 
language 
12 11/12 
Speech & 
language 
12 11/12 
Interactive 
social 
15 15/16 
Self care social 11 10/11 
Table 5.22 showing how results of SOGS l screening for child 55 
at age 22 months (age 2) differed from the National Profile 
SOGS l score at the same age. 
By age 3 (see table 5.23), 
development was below the 
National Profile SOGS l 
score in all areas and had 
showed no progress from 
age 22 months. Although 
playgroup attendance could 
have been helpful in aiding 
development, due to the 
nature of the mother’s illness 
it was felt it would cause the 
child even more distress if she were forcibly separated from her. It was better for her to spend 
time with her mother at this stage, which was what the mother also wanted.  
Development
al skill area 
Child’s SOGS l score 
in skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 9 13/14 
Manipulative 14 19 
Visual 14 16 
Hearing & 
language 
12 14/15 
Speech & 
language 
12 15/16 
Interactive 
social 
14 18/19 
Self care 
social 
11 14/15 
Table 5.23 showing how results of SOGS l screening for 
child 55 at age 3 differed from the National Profile SOGS l 
score at the same age. 
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Variables that may have influenced developmental progress at age 2 were the father’s 
behaviour and the chaotic nature of the household with possibly a similar situation at age 22 
months. By age 3 variables influencing slowing of developmental progress were generally 
acknowledged to be the mother’s illness that upset the child. These variables were not child 
protection issues, as arguably any small child in similar circumstances would have reacted in 
the same way. The family, particularly the father, were working with agencies. Unusually the 
perpetrator was the main carer but agencies’ decision was that in this case it was in the best 
interest of the family as a whole.  
 
 
 
 
 
5.12 f Case study child 66 was the youngest of six children the others being school age. He, 
together with his siblings was registered at age two years. One child was disabled and removed 
to foster care at the time of this registration. The children had been on the register less than a 
year before. The family lived in council property too small for their needs but refused to move 
within the area. The mother wanted to move near to her own mother, but social services were 
not in agreement due to child protection issues in relation to some family members. Parental 
relationships were volatile, the mother being frightened of the physically violent father who had 
another grown up family about which little was known.  
 
Child-care was left to the mother who liked babies but experienced great difficulty in exercising 
control once they got beyond this stage. She had learning difficulties including poor literacy 
skills. The father worked long hours and was away from home for long periods. He appeared 
not to care about the children being out of control or that the older ones were not attending 
school.  
 
Health visitor input included ongoing help with routine child-care and aiding development. It also 
included reading correspondence and support for the mother in her role as main carer and 
ensuring child 66 attended appointments at the clinic and hospital.  
 
Parents were often openly antagonistic to agencies, with the family support worker and health 
visitor having the most enduring relationship with them. Both visited frequently, the former on a 
daily basis helping to get the children ready for school. Parents fought a number of orders the 
legal department sought on behalf of the local authority to protect the children. They either 
would not or could not see their children were in need of protection.   
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From an early age, child 66 had witnessed fighting between siblings on a daily basis in a chaotic 
household, had lacked structure to his life and lacked appropriate stimulation to aid 
development. He had learned to fight and to disregard the mother’s attempts to assert authority 
over her children. 
 
The impact on 
development at age 1 (see 
table 5.24) showed it was 
below the National Profile 
SOGS l score in all areas 
apart from active postural, 
interactive social and self-
care social skills.  
Developmental 
skill area 
Child’s SOGS l score in 
skill area 
National Profile SOGS l 
score in skill area 
Active postural 8 7/8/9 
Loco-motor 0 0 
Manipulative 5 6 
Visual 7 8 
Hearing & 
language 
4 5 
Speech & 
language 
3 4 
Interactive 
social  
6 6 
Self care social 2 2/3 
Table 5.24 showing how results of SOGS l screening for child 66 
at age 1 differed from the National Profile SOGS l score at the 
same age. 
 
 
 
 
At age 2 (see table 5.25) 
just prior to registration, 
scoring was below the 
National Profile SOGS l 
score in all areas except 
loco-motor skills.  
 
 
 
 
Developmental 
skill area 
Child’s SOGS l score in 
skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 10 7/8/9 
Manipulative 9 12/13/14 
Visual 12 13 
Hearing & 
language 
9 10/11 
Speech & 
language 
8 11 
Interactive 
social 
13 14/15 
Self care social 7 8/9/10 
Table 5.25 showing how results of SOGS l screening for child 66 
at age 2 differed from the National Profile SOGS l score at the 
same age. 
 
Development at age 3 
prior to the review case 
conference  (table 5.26), 
showed there was no 
progress in development 
between age 2 and 3, 
apart from a marginal 
improvement in visual and 
speech and language 
skills. This showed that in 
Developmental 
skill area 
Child SOGS l score in 
skill area 
National Profile SOGS l 
score in skill area 
Loco-motor 14 13/14 
Manipulative  0 - refused to 
cooperate 
19 
Visual 14 16 
Hearing & 
speech 
9 14/15 
Speech & 
language 
9 15/16 
Interactive 
social 
17 18/19 
Self care social 10 14/15 
Table 5.26 showing how results of SOGS l screening for child 66 
at age 3 differed from the National Profile SOGS l score at the 
same age. 
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spite of agencies’ attempts to help this child and family, he was still failing to achieve 
developmentally. Delay was thought to be environmental rather than medical in origin. 
Alternatively it could be argued this child’s development would have been even more delayed 
without agency intervention.  
 
Variables appearing to prevent child 66 progressing developmentally were the parents’ volatile 
relationship, and the father’s relinquishing child-care to the mother. Others were witnessing 
siblings fighting and defying the mother’s efforts to exercise discipline, and parents’ continuing 
refusal to work with agencies.     
 
5.13 Stage 8 (first cycle) Interpret the data.  
 
The introduction of this study provided the context for the need for change of developmental 
screening tool. Methods for measuring the likely acceptance of the proposed change included a 
survey of opinion of those most directly affected by it suggesting its likely acceptance as 
previously discussed. Evaluation of its use following introduction confirmed research findings 
(Bellman and Cash 1987, Bellman et al., 1996) of its clinical effectiveness, use with parents as 
a health promotion tool and evidence of effectiveness in use of health visitor time. Evaluation, 
as Bowling (1997) has said, is central to assessing the effectiveness of organisations, services 
and programmes. In this case it was the use of SOGS l in routine health visiting practice and in 
a specific area, child protection, evaluation indicating increasing satisfaction in use of SOGS l 
from the professional perspective and in terms of client care as previously discussed. 
 
5.14 Factors present in each child’s family prior to registration and between the initial 
and first review case conference. 
 
Through reading the case studies factors in each that appeared to adversely affect child-care 
making them vulnerable to abuse were identified. These factors were listed including the case 
study number in which they occurred. From this, factors that were the most common were 
identified. As discussed in chapter four, Stake (1995) argues that where numbers are small the 
same problems may occur, as in this case, meaning that generalisations can be drawn. 
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The most common factors were 
’parental lack of co-operation with 
agencies’, ‘inappropriate/poor 
parenting skills’ and isolation from 
extended family’ present in 4 
families (table 5.27). Although 
there is no statutory requirement 
for families to co-operate with 
agencies, it can be argued that 
failure to acknowledge their child’s 
needs and co-operate with those 
offering help, is ‘inappropriate/poor 
parenting’. Although these factors 
were identified, there was no 
assessment of the parents 
themselves to try to establish why 
they acted in the way that they did, 
or why they were isolated from 
extended family. 
‘Inappropriate/poor parenting’ may 
have been due to lack of 
understanding of the help available from agencies or that parents themselves had learning 
disabilities. This links with the literature in chapter two (section 2.5) concerning inadequate 
parenting both in parents in the general population and those with learning disabilities, although 
it is acknowledged that there is no clear understanding as to whether or not parents deliberately 
set out to afford their children ‘inadequate parenting’. ‘Isolation’ from close family members, 
meaning lack of opportunity for continuing support in the parenting role, is a possible factor 
adversely affecting parenting and is linked to the literature in chapter one (section 1.2). The 
reason for isolation is unknown. It may have been through parental choice or due to 
circumstances beyond their control, for example accommodation allocated away from family. 
Also it cannot be assumed that support from family is beneficial in all cases, in some instances 
it may not be and may be a reason for parents choosing to move away from close family 
members. The next most common factors were parents with violent relationship’, financial 
difficulties’ and violence towards children’ each present in 3 families. The first is regarded in law 
as child abuse (Adoption and Children Act 2002), so can be regarded as ‘poor/inadequate 
parenting’. The same applies to violence towards children. ‘Financial difficulties’ may not in itself 
be indicative of ‘poor/inadequate parenting’ but as seen in this study  
 Factor 
1 Parents unable to put the child’s needs first - 
11 
2 Parent with learning difficulties - 66 
3 Parents with violent relationship - 11,33,66 
4 Parent with mental health problem - 22 
5 Financial difficulties - 11,33,55 
6 Excessive use of alcohol by one or both 
parents-  11 
7 Chaotic household - 55,66 
8 Parental lack of co-operation with agencies  -
11,33,44,66 
9 Inappropriate/poor parenting skills - 11,33,44,66
10 Isolation from extended family - 11,22,33,66 
11 Physical illness of parent  - 55 
12 Violence towards children - 11,33,55 
13 Nursery attendance  -11 
14 Input from nursery nurse  -33 
15 Input from health visitor limited - 22,44 
Table 5.27 Factors present in each registered child’s  
family prior to registration. 
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appears to be an associated factor. Again, no attempt was made to find out why the parents 
had a violent relationship, or if one parent was the victim of domestic violence and what help, if 
any had been offered to enable the parent and child leave the violent parent. Issues concerning 
domestic violence and its adverse effects on women and children, links to literature in chapter 
two (section 2.8). ‘Violence towards children’ as a form of child abuse links to literature in 
chapter three (section 3.5) but no attempt was made to ask parents in this study why they 
behaved towards their children in this way. Financial difficulties adversely affecting parenting 
links to literature in chapter two (section 2.8), yet no assessment was attempted in this study to 
establish the cause and how it might have been overcome.  
 
The most common factors 
were ‘input from health visitor’ 
and ’input from social worker’ 
present in all families, the 
latter being a mandatory 
requirement (table 5.28). The 
next most common were 
‘parents not co-operating with 
agencies’ present in 4 
families, followed by ‘one 
parent opting out of child 
care’ in 3 families. Parental 
lack of co-operation was a 
factor present both before 
registration (table 5.27), and 
between the initial and first 
review case conference (table 5.28). Without parental co-operation, however good a child 
protection plan may be in theory, it is less likely to be effective in meeting the child’s needs in 
practice. Parental lack of co-operation with agencies was a factor identified prior to registration 
of the child on the child protection register and the question has to be asked as to why parental 
attitude should now change. Literature in chapter three (section 3.7) discusses the importance 
of agencies working in partnership with parents and children in child protection work. Yet this is 
a partnership in name only, if the parent fails to co-operate and the children in this study were 
too young for a meaningful partnership to be made with them. In this study, parents who did not 
co-operate  were  not  asked  the  reasons  for  not   doing so. It  may  have  been  due  to  fear,  
 Factor 
1 Withdrawal of one parent from child’s life - 22 (father) 
2 Parents co-operating with agencies - 55,22 
3 Parents not co-operating with agencies  -11,33,44,66 
4 Nursery attendance - 11,44 
5 Foster care - 22,44 
6 Help from family support worker - 33,66 
7 Help from Family Centre - 33 
8 One parent opting out of child care - 11,44,66 
9 Input from health visitor - 11,22,33,44,55,66 
10 Input from school nurse - 55,66 
11 Input from social worker -11,22,33,44,55,66 
Table 5.28 Significant factors present in each registered 
child’s family between the initial and first review case 
conference.  
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resentment of any form of authority, or failure to recognise the possible benefits to both the child 
and themselves.  
 
In retrospect, conducting an informal interview with parents following the initial and first review 
case conference may have provided answers to the questions raised. It may also have 
increased parental understanding of their own behaviour and helped them to change their 
attitude to accepting the need for co-operation with agencies for the benefit of their child and 
themselves. Yet the possibility that as parents had not previously cooperated with agencies that 
they would also have refused to participate in the informal interview and the information sought 
would not have been gained in this way. 
 
Descriptive statistics were used to describe the difference between SOGS l scores of registered 
children (n=6) and the second sample group (National Profile SOGS l score). This activity in 
stage 7b of the first action research cycle was deferred. There was a time difference between 
the interpretation of the two sets of data due to the nature of the study and the work 
requirements of the researcher.  
 
 177
 Age 1  
Developmental skill 
area 
Child’s SOGS l score 
above the national 
profile. 
Child’s SOGS l score 
the same as the 
national profile. 
Child’s SOGS l score 
below the national profile. 
Active postural 33, 44 66 22 
Loco-motor  44 22, 33, 66  
Manipulative 44  33 22, 66 
Visual 33, 44   22, 66 
Hearing & language 22, 33, 44   66 
Speech & language 33  22,  44, 66 
Interactive social  33, 44, 66 22 
Self care social 22 33, 44, 66  
    
Age 2 
Developmental skill 
area 
   
Loco-motor 44, 66 22, 55  33, 
Manipulative 44 22, 55 33,  66 
Visual 22  33, 44, 55, 66 
Hearing & language 22, 44 55 33, 66 
Speech & language 22, 44,  55 33, 66 
Interactive social 44 22, 55 33,  66 
Self care social  22, 44, 55 33, 66 
    
Age 3 
Developmental skill 
area 
   
Loco-motor  44, 66 11,  22, 33, 55,  
Manipulative  11, 44  22, 33, 55, 66 
Visual 44 11  22, 33, 55, 66 
Hearing & language 11, 44  22, 33, 55, 66 
Speech & language 11, 44  22, 33, 55, 66 
Interactive social   11 22, 33, 44, 55, 66 
Self care social   11, 22, 33, 44, 55, 66 
Table 5.29 indicating the relationship of registered children’s development to the National 
Profile SOGS l score group in age groups 1, 2 and 3.  
Findings in table 5.29 presented as bar charts in figure 5.1, show the following. When compared 
with the National Profile SOGS l score, 1 child in age group 1 was below it in most skill areas. 
By age group 2 this had risen to 2. In age group 3, 4 children were below the National Profile 
SOGS l score in all skill areas. The number of children above or at the National Profile SOGS l 
score level decreased from age 1 to age 3, but child 44 was above in some areas in each age 
group. Results overall, showed the older the registered child were, the more likely he or she 
was to suffer developmental delay. 
 
 Possible reasons are the increasing complexity of the child’s needs and lack of ‘good enough 
parenting’ skills to meet them, or increased length of time the child had been subject to abuse, 
resulting in a greater length of time needed to overcome its effect. The literature in chapter two 
section 2.1 (page 33) emphasises the importance of good parenting right from the start in a 
child’s life, and details the links with inadequate parenting with its potential or actual detrimental 
effect  on  the  child,  increasing   with   the   age   of  the  child.   The  complexity  of  the  child’s  
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development increasing with age is affirmed by the literature in chapter one (section 1.7). Child 
66 featured in all 3 age groups as being below the National Profile SOGS l score in some or 
most skill areas, and child 22 and 33 in 2 age groups. Child 33 was above in age 1 and child 44 
above in age 1, 2, 3 and 4 in some skill areas.  
 
Linking each child with factors present in their family prior to the initial child protection case 
conference shows that parents of child 11, 33, 44 and 66 were not co-operating with agencies 
(table 5.27). Between the initial and first review case conference, parents were not cooperating 
with agencies in families of child 11, 33, 44 and 66 (table 5.28). These children were also 
developmentally delayed (table 5.29). The inference is that in these cases, parents were not 
trying to improve their parenting skills to meet their child’s needs. This inference may have been 
wrong, as parents were not given an opportunity to say if they were or were not trying to 
improve their parenting skills and if they had been offered help to do so. The findings from this 
stage further support the link between parenting skills and young children’s developmental 
progress.  
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5.15 Summary of chapters four and five. 
The work covered in both chapters four and five has been considered as a whole in order to 
bring together the work contained in the entire first action research cycle. Chapter four (section 
4.2) describes the rationale for using action research in this study. Its flexibility allowed 
methodologies and data collection methods relevant to the different stages of the study to be 
used as previously discussed. Jick (1979) supports this approach as it leads to more valid 
results and a more holistic portrayal of the subject studied. Jick (1979) asserts that using 
different methods of data collection, triangulation, is beneficial as the strength in one approach 
neutralises rather than compounds any weakness in another. This is seen in the different 
methods used in the specialist area of health visiting in evaluating and interpreting the data as 
previously discussed. 
 
Ethical and confidentiality issues are important. A duty of care was owed to all respondents in 
the study as discussed in chapter four (section 4.7) and earlier in this chapter. Validation of the 
tools used was relevant, as discussed in chapter four (section 4.6). Lack of validation would 
have compromised the quality of the data obtained. Oppenheim’s (1992) work was made use of 
as discussed in chapter four (section 4.12), for this purpose in the formulation and validation of 
tools used in the study. A link was made with the literature used to inform questions (see 
appendix 3 - 4.12 stage 5b). It was important to maintain ethical principles to prevent harm to 
young children and their parents in the study as well as professionals. The use of only validated 
tools was a way in which harm/potential harm to study participants could be prevented. Issues 
regarding the small numbers of respondents and its implications at stage 5b - the exploratory 
phase were discussed (chapter four section 4.12). This was not an issue at stage 7b described 
in chapter five.  
 
In chapter five, the evaluation of SOGS l at 6 weeks and 10 months following its introduction 
into health visiting practice, showed an increasing acceptance of the tool and recognition of its 
value in practice. Evaluation of the specialist area of health visiting, child protection, suggested 
a link between poor/inadequate parenting skills and young children’s developmental progress. 
The case study approach was used at this stage (stage 7b). Numerically, the number of case 
studies was small, but Stake (1995) argues that small numbers when using the case study 
approach is not problematic in practice. Where the same problems or responses occur, 
generalizations can be drawn. Evidence of a link between parenting skills and children’s 
developmental progress was obtained through the use of triangulation as Jick (1979) described, 
(discussed in chapter four section 4.3). Qualitative data were obtained through interviews with 
registered children’s health visitors, following the initial and first review child protection case 
conference.  Quantitative    data    were    obtained   by   comparison   of   registered   children’s  
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developmental screening results using SOGS l with the National Profile SOGS l scores. The 
results from the analysis of qualitative and quantitative data supported each other. Factors in 
each child’s family prior to registration and between the initial and first review case conference 
were identified that appeared to adversely affect child-care making the child vulnerable to 
abuse. Results also showed a need for intervention at an early stage as the older the registered 
child was the more likely they were to have developmental delay when compared with the 
development of non-registered children.  
 
The first action research cycle has enabled a description of the way in which change was 
effected in one area of health visiting practice in one Primary Care NHS Trust and evaluation of 
the effectiveness of the change. The result of the evaluation of the specialist area of practice, 
child protection, formed the basis for the direction of work in the second action research cycle. 
Potential new knowledge is through the development of the Parenting Skills Scale (PSS) to 
measure parenting skills used in conjunction with SOGS ll in evaluating the outcome of 
improved parenting skills on the young child’s developmental progress. It builds on the 
knowledge of the relationship between parenting skills and young children’s developmental 
progress as identified in the literature (chapter one section 1.2) and the conceptual framework 
(figure 4.1). The following chapter considers the development of PSS for the purpose of 
measuring parents’ beliefs about their parenting skills, using it in conjunction with SOGS ll to 
evaluate the outcome of improved parenting skills on children’s developmental progress.  
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CHAPTER SIX 
 
DEVELOPMENT OF THE TOOLS USED WITHIN THE METHODOLOGY OF 
THE SECOND CYCLE OF ACTION RESEARCH. 
 
This chapter provides information concerning the literature, rationale and the development of 
the two tools developed for use within the action research methodology in stage Ea of the 
second cycle. The first was, ‘Questions about you and your family’ (Demographic Questionnaire 
DEMQ), developed to gain an understanding about the respondent group. The second, the 
Parenting Skills Scale (PSS), was developed to measure parents’ beliefs about their parenting 
abilities. Data given in this chapter relating to DEMQ and PSS was geared to calibrate the tools.  
Information about the two tools provides a greater understanding of their purpose and place in 
the methodology of the study as described in chapter four. The third tool, The Schedule of 
Growing Skills ll (SOGS ll), was described in chapter four (section 4.10). It was a previously 
developed tool, whose introduction into health visiting practice was described in the first action 
research cycle. Its place in the second cycle was as part of the evaluation procedures stage F.  
Permission to use the tool in this study was granted by the marketing company NFER-NELSON 
(see letter appendix 5 - 6a 1 and copy of the paperwork - record 6a 2 and profile 6a 3).  
 
6.1 Rationale for development of ‘Questions about you and your family’ (DEMQ). 
 
The purpose of developing the questionnaire was to gain an understanding of the respondent 
group (see appendix 5 - 6.12). The questions included the main factors that could affect 
parenting apart from the parent and child’s health status. This was omitted, as it was a factor 
the professional involved with each of the groups would know and would be able to comment on 
if it was a significant problem. It was also not certain that parents would be willing to answer this 
question. They may have been willing to give details of physical illness but not mental illness 
due to the persisting stigma attached to it.  
 
The National Literacy Strategy (DFES 1998) was used in the wording of the questions, as it was 
in the development of PSS. The process is explained more fully in section 6.4. The 
questionnaire was divided into four sections. These were, ‘about yourself’, ‘about your 
employment’, ‘about your partner,’ and the last ‘about your property’.  
 
Questions were asked about the parent’s gender and if the partner lived with the family. The 
significance of this in parenting was dealt with in chapter one (section 1.6). It was important to 
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know which parents were in the home influencing care of the child. A question about parental 
age was included, relating to literature discussed in chapter two (section 2.6). Level of 
educational attainment is a known factor affecting parents’ parenting abilities, with older parents 
tending to have achieved a higher level of educational attainment, as Sabates and Feinstein 
(2005) pointed out. Educational attainment also affects other socio-economic factors including 
parental occupation, income and the environment in which the family lives (Santrock 2003). 
Questions about the occupation of both parents were included, and whether this was full or part 
time working, from which the likely family income could be deduced. No question was asked 
about the partner’s educational attainment as it was felt the parent completing the questionnaire 
might not necessarily have this information, but it could be deduced from their type of 
employment. A question was also asked about the family home and whether the family lived 
near supporting relatives or friends, as well as if the partner lived with them. Social support is an 
important factor in child rearing as well as the influence of the environment in which they live  
(DOH, DOE&E, HO 2000).   
 
A question about ethnic background was included as this may have an effect on parenting due 
to ethnic minority parents tending to be less well educated, more likely to be low income and 
live in poorer housing (Santrock 2003).  A question regarding the number of children in the 
family was included due to its impact on parenting and children’s vulnerability to abuse as 
discussed in chapter two (section 2.7).  
 
6.2 Development of the Parenting Skills Scale (PSS). 
 
A tool was required to measure the beliefs of parents of young children about their own 
parenting skills. A literature search (chapters one and two) had failed to identify an appropriate 
tool that was obtainable, leading to the development of PSS. The purpose of the tool was to 
focus on the outcome of the practical application of improved parenting skills for the child (using 
SOGS ll with the child), and to provide information about the progress outcome for the parent 
(using PSS with the parent). In this way, a clear picture of the outcome of parenting skills 
programmes in respect of the child and parent would be achieved. Previously, evaluating 
parenting skills programmes had mainly focused on the outcome for the parent rather than the 
child (Laurent 1999).   
 
Details of PSS to measure parenting skills were based on a small- scale pilot study that was 
carried out in 1992 using the self-efficacy concept as in the Diabetes Self Efficacy Scale 
(Padgett 1991). In PSS, subscales were based on Illingworth (1987) and Bellman and Cash’s 
(1987) concepts of the child’s needs from the carer to achieve developmental progress. The 
four subscales directly related to: 
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a  The facilitation of developmental progress. 
b  The facilitation of general health (including diet, warmth and appropriate clothing). 
 
c  The ensurement of love and security (including behaviour management and    
    establishment of a routine). 
d  Provision of an appropriate learning environment (including opportunities for play,  
    socialising and outings to places of interest for the child).  
 
The PSS subscales were informed by the literature in chapter two sections 2.3, the nature of 
‘good enough parenting’ and 2.4 components of ‘good enough parenting,’ and the needs of the 
child. Table 6.1 (reiteration of chapter two table 2.2) indicated what was needed from ‘good 
enough parenting’ to enable the child to progress developmentally from the psychologist’s and 
paediatrician’s perspective. It showed that both perspectives were essentially in agreement. The 
first perceived it from the parent’s perspective and the second from that of the child. The way in 
which the three components of  ‘good enough parenting’ link with the four areas of the child’s 
needs from the parent, as identified by paediatricians, was fully discussed in chapter two 
(section 2.4). 
 
 Parenting Skills needed to enable the 
child to achieve developmental 
progress from the Psychologist’s 
perspective. 
 Child’s needs from the parent to 
achieve developmental progress from 
the Paediatrician’s perspective. 
1 Love, care and commitment  (links to c 
and b) 
a The facilitation of developmental progress 
2 Control/consistent limit setting (links to 
c, d and a) 
b The facilitation of general good health 
(including diet, warmth and appropriate 
clothing) 
3 Facilitation of development (links to a 
and d) 
c The ensurement of love and security 
(including behaviour management and 
establishment of a routine) 
  d Provision of an appropriate learning 
environment (opportunities for play, 
socialising and outings to places of 
interest for the child) 
Table 6.1 reiteration of table 2.2 chapter two Indications of what is needed from ‘good 
enough parenting’ to enable the child to progress developmentally showing the links 
between the Psychologist’s and Paediatrician’s perspectives. 
 
In the literature, neither psychologists in the components of ‘good enough parenting,’ nor 
paediatricians in the identified areas of the child’s needs from the parent, made any 
differentiation with regard to age to enable developmental progress in all areas. These 
components were applicable for children of all ages. There were differences at the interpretive 
stage, with interpretation of how that need was met being dependent on the age and 
development of the child (Hoghughi and Speight 1998, Illingworth 1987, Bellman and Cash 
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1987, Sheridan 1975). The meaning of what was required from the parent in each of the 
subscales so that it was relevant to young children, were interpreted, and the statements in 
each sub-scale worded accordingly (see appendix 5 table 6.4 and appendix 6 table 7.2b). 
Some statements could have been appropriate for use with parents of older children, for 
example statement 3 (sub-scale c) ‘I find it difficult to accept when my child does not do what I 
expect him/her to do’. Others would require to be changed to take into account the different 
interpretation of the child/young person’s needs as opposed to that of the young child. 
 
A five point Likert scale was used with a similar number of positive and negative moderately 
worded items. There were a number of reasons for the latter. It avoided biasing responses (Polit 
and Hungler 1995) by minimising a response, for example, by the less motivated respondent or 
one with poor cognitive skills taking the easy option and answering, ‘yes,’ to every question. 
(Anastasi 1982, Likert 1932, Bowling 1997, Nunnaly (1967).  
 
Streiner and Norman (2003) took the opposite view for a number of reasons. They felt reversing 
the polarity of an item did not necessarily reverse the meaning, but there was no issue with the 
meaning of items, in the face validity stage of PSS development. A further argument in not 
using this approach was that children and lower functioning adults might have difficulty in 
understanding that they had to disagree with an item in order to give a positive response. This 
argument is not applicable to PSS, as it was not intended for use with children, or adults with 
learning difficulties. According to Barnette (2000), negatively worded questions have a lower 
validity coefficient than positively worded ones, and scales with both positively and negatively 
worded items are less reliable than those where the stems are worded in the same direction. In 
the case of PSS, the validity coefficient indicated the scale was valid as described later in this 
section. 
 
As there appeared to be no clear-cut resolution to the debate regarding the use of positively and 
negatively worded items, it was decided to take the first approach including both in the scale. 
This was in line with the approach taken by Padgett (1991) in the Diabetes self-efficacy scale 
from which the concept for PSS was drawn. However, the results of reliability and validity stages 
of scale development for PSS indicated the scale was both reliable and valid, both vitally 
important factors in its development (Streiner and Norman 2003). See section 6.6 for details of 
the reliability stage of scale development, and sections 6.10 and 6.11 for details of the 
concurrent validity stage of scale development. 
 
Self-efficacy, discussed in chapter one (section 1.9) indicates people can be empowered to 
develop the competencies, capabilities and efficacy to enhance their psychological well-being 
and accomplishment (Bandura 1997). In this study, the purpose of developing a tool to measure 
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parents’/carers’ beliefs about their own skills, used before and after a parenting skills 
programme, was to measure the effectiveness of the programme in empowering them to 
develop the desired competencies. Padgett (1991) found  there was a link between self-efficacy  
beliefs and adherence behaviours. The purpose of the tool was to gain knowledge of the 
parent/carer’s self-efficacy level in relation to their parenting skills, strengths and weaknesses. 
Evaluation in terms of outcome for the child through measuring the parent/carer’s skills and the 
child’s developmental status is indicated in figure 6.1. 
 
   
Feedback to parent/carer  Evaluate 
   
          
Evaluate using PSS Post  Use SOGS 
Parenting Skills    
Programme   
   
   
Involve Parent/Carer in  Child 
Parenting Skills    
Programme   
   
                       
Feedback to Parent/Carer   
   
                
Evaluate  Evaluate 
   
   
Use PSS with Parent/   
Carer   
  Use SOGS with 
Child 
               
Pre Parenting Skills   
Programme   
   
Figure 6.1 indicating the use of the Parenting Skills Scale (PSS)  
and SOGS ll in evaluating the outcome of a Parenting Skills Programme. 
 
 
6.3 Methodology of the scale development. 
 
A change was made to a 4 point Likert scale, removing the position of uncertainty so that 
respondents made a decisive answer to each question along the continuum from strongly 
agree, agree, disagree or strongly disagree (Polit and Hungler 1995). Neutral or extreme 
wording was avoided as most respondents would either agree or disagree failing to achieve the 
aim to obtain a spread of people’s attitudes along a continuum (Streiner and Norman 2003). 
The scale needed to be easily readable by the majority of parents and to be reliable and valid. 
The stages of scale development therefore had to be considered. 
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Stages of development of the PSS were: 
Lowering of reading age, 
Face validity, 
Reliability, 
Concurrent validity.   
 
6.4 Lowering of reading age.   
 
Scale statements needed to be easily read by parents/carers with widely differing abilities and 
educational attainments requiring the determination of the reading age of the majority of the 
population. Flesch (1974) found 80% of written materials required a reading age of UK year 11, 
but the mean score of parents studied placed them in what equated to UK year 8 and 9. This 
meant the majority of reading material was above the reading level of the majority of UK 
parents. Fog score indicates ease of readability, the lower the score, the easier the material is 
to read. Lunts and Finlay’s (2000) study considering the popularity of national newspapers 
found those with the lowest fog score had the highest circulation. Issues include short 
sentences and words of 2 syllables or less. Other factors, including font size, layout, graphics 
and text colour, are also important in ease of reading. Implications for wording of scale 
statements were that words used should be at primary school level reading ability. The National 
Literacy Strategy Framework for teaching (DFEE 1998) was used to achieve this. 
 
Words in each statement were considered using the lists of high and medium frequency words 
in the National Literacy Strategy Framework (DFEE 1998). High frequency words are mainly of 
one syllable playing an important role in holding together the general coherence of texts.  
Medium frequency words are mainly two syllable words. Wording in each statement was 
changed so that the majority of words in each statement were from these two lists without 
altering the meaning of the statement. (See appendix 5 table 6.4) showing change of wording to 
PSS Scale statements to mainly high and medium frequency used words). The reading age of 
the PSS scale at this stage was 9.3 years using the Flesch-Kinkaid formula (Johnson 2005). 
The reading age was again calculated at the concurrent validity stage of scale development. 
 
6.5 Face validity.   
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Justification. It was necessary to establish that the scale appeared to measure what it was 
intended to measure. Although face validity bears no resemblance to true validity (Kline 2000), it 
can be useful for a measure to have this if other types of validity have also been shown 
(Streiner and Norman 2003). 
Subjects were 15 parents of 0-5 year old children, routine clinic attendees drawn from 4 clinics 
in the Dudley area with a mix of social background and employment status, and 5 health visitors 
with a mix of ethnicity. Inclusion of the latter was to ascertain whether there were any ethically 
unacceptable statements in the scale.  
 
Materials were the scale statements and written explanation for the parent.  
 
Procedure. It was arranged with health visitors at each clinic for the researcher to attend a 
clinic session. Each respondent parent was seen during the clinic session. Following reading 
the explanation for the research and gaining verbal consent, the parent read each question in 
turn and stated what it meant to them. This was recorded in writing by the researcher. The 
same procedure was used with health visitor parents. A mutually convenient time to meet them 
at their clinic base was arranged by telephone, the interview taking place in a quiet room.      
 
Analysis. The respondent parent’s response to each statement was compared with the written 
meaning. Respondents expressed no problem as to readability. (See table 6.2 Summary of 
results of respondents agreeing and disagreeing with the meaning of scale statements). 
 
Scale statement Number of 
respondents 
Number of 
respondents 
agreeing with 
meaning 
Percent of 
respondents 
agreeing with 
meaning 
Number of 
respondents 
disagreeing/ 
partly agreeing 
with meaning 
Percent of 
respondents 
disagreeing/par
tly agreeing 
with meaning 
1 20 20 100 0 0 
2 20 20 100 0 0 
3 20 17 85 3 15 
4 20 20 100 0 0 
5 20 20 100 0 0 
6 20 20 100 0 0 
7 20 20 100 0 0 
8 20 20 100 0 0 
9 20 20 100 0 0 
10 20 20 100 0 0 
11 20 20 100 0 0 
12 20 20 100 0 0 
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13 20 20 100 0 0 
14 20 20 100 0 0 
15 20 18 90 2 10 
16 20 18 90 2 10 
17 20 15 75 5 25 
Table 6.2 Face validity summary of results of respondents agreeing and disagreeing with the meaning of scale 
statements. 
 
 
 
 
 
Conclusion. There was no difference between the respondents’ understanding of each 
statement and the researcher’s meaning apart from the following. The meaning of statement 3 
was only partly agreed by 3 respondents, but no total disagreement and no alternative wording 
offered. The original statement wording was therefore retained. 
 
In statement 15 the wording was changed from, ‘I find it difficult to make up my mind about the 
right clothes to dress my child in' to, 'I find it difficult to decide on suitable clothes to dress my 
child in.' The reason for the change were comments from 3 respondents who while agreeing 
with the researcher’s meaning, interpreted 'right' as 'suitable' and used the word 'decide' instead 
of 'make up my mind' in their interpretation of the statement meaning. The use of one word 
instead of a phrase also shortened the statement with the possibility of making it easier to read.  
 
Two health visitor respondents did not agree with the meaning of statement 16 as they felt 
‘harm’ might be ‘likely’ not ‘actual’. This could reflect health visitor professional background 
where in child abuse cases ‘harm’ is categorised in this way. It was decided to retain the original 
statement word meaning as concerns raised possibly reflected professional concerns rather 
than the general public’s understanding. 
 
The wording for statement 17 was added to, to include the word 'well-being' at the end, 'I know 
what to do to look after my child’s health and well-beingۥ. This was because those disagreeing 
with the meaning felt the word health alone implied only the medical concept of health and not 
social and emotional which well-being would cover in the view of parents using this term.   
 
On reviewing the statements it was found that 10, 11 and 12 each consisted of 2 statements. 
They were changed to two single statements each as follows: 
Statement 10  
 x
I find it difficult to make opportunities for my child to mix with other children. 
I find it difficult to make opportunities for my child to play with other children. 
Statement 11 
I know I am able to keep my home warm for my child. 
I know I am able to keep my home clean for my child. 
Statement 12 
I make time to talk to my child. 
I make time to read to my child. 
 
The procedure for Face Validity was repeated using the health visitor respondent parents and 
results compared with the researcher’s written meaning. There was no difference in meaning.  
 
Ideally, it would have been better to include all respondent parents who had participated in the 
Face Validity stage. This was not achieved as some of the respondents had moved out of the 
area. The health visitor respondent parents were the same allowing for continuity of use part of 
the original respondent group. Had it been possible to include all of the previous respondents it 
may have resulted in a different response to the splitting of statements 10,11 and 12 other than 
the one obtained by using health visitor respondent parents only. In general terms, it is a matter 
of conjecture only as to why no respondent observed that 3 questions were in fact comprised of 
2 each. It may have been that they trusted the researcher’s judgement, they were not of a 
questioning nature or they simply failed to observe the problem. The concurrent validity stage of 
scale development is described later in this chapter with reference to its necessity (Streiner and 
Norman 2003, Cohen et al., 2000). 
 
6.6 Reliability as a measure of internal consistency.   
 
Subjects were 100 parents of 0-5 year old children drawn from four clinics in Dudley with a mix 
of social background and employment status. It was a purposive sample of convenience drawn 
from clinic attendees as this was a group to which there was easy access. Although 
generalisations cannot be made to the wider population from a sample of this nature (Cohen et 
al., 2000), in this case, it was the specific population that was the focus of concern so this was 
irrelevant. The different clinics chosen for this part of the study reflected the diversity of the 
population although the proportions of respondents were not compared with the total population 
within the borough. 
 
As Cohen et al., (2000) stated, a sample size of thirty is felt by many to be the smallest number 
of cases required where any form of statistical analysis is to be used, cases being 
representative of the targeted population is of even more importance. These requirements were 
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met in two ways. This was by choosing a purposive sample from four different clinics reflecting 
the diversity of the borough population, and including an equal number of respondents from 
each clinic of a sufficient number to allow for the possibility that not all questionnaires would be 
returned or completed in full. Population characteristics that it was believed would be included 
were employment status, whether single parent or living as a couple, gender and ethnicity. All 
had to be parents of 0-5 year old children and clinic attendees. All one hundred questionnaires 
were completed.  
 
Materials were the PSS scale, a written explanation of this stage of scale development and 
consent form. See appendix 5-6.6 (pages 297-300)and 6.6.6a (page 301) for these materials. 
Statements annotated as ‘a’, e.g. 1a to 20a in the table were the statements used at this stage. 
 
 
Procedure. Health visitor colleagues in four clinics were contacted by telephone, and the 
procedure explained to them to request routine clinic attendees to complete the PSS on a 
voluntary basis having read the explanation and signed the consent form. Copies of the scale 
were delivered by hand then collected on completion.  
 
Data analysis. Cronbach’s Alpha was used, the aim being to obtain a reliability coefficient of 
0.7 or higher in each subscale. Standards for the magnitude of reliability differ, but 0.7 is 
indicated in research (Schuerger and Witt, Ramsey et al 1989). Kline (2000) also stated a 
reliability of 0.8 is reasonable in this case, but advised treating extremely high values with 
caution, particularly in the case of short tests as it may indicate the test is too narrow.  
 
A reliability as high 
as possible should 
be aimed at taking 
these points into 
account. Initial 
analysis showed 
the reliability 
coefficient was 
under 0.7 in each 
subscale. Table 6.3 indicating results of the first reliability study, shows that the reliability coefficient was 
below 0.7 in each subscale of the PSS scale. Although correction to one decimal point meant that 
subscale a was 0.7, subscales b, c and d were below 0.7, the magnitude of reliability required.  
Subscale Questions Alpha coefficient 
a  The facilitation of   
   developmental   
   progress. 
1,2,4 and 9 0.6906 
b  The facilitation of  
   general  good health.  
6,11,15, 17 and 18 0.1357 
c The ensurement of   
    love  and   security. 
3,5,7,8 and 16 0.2848 
d  Provision of an  
    appropriate  
    learning   
    environment. 
10,12.13, 14, 19 and 
20 
0.6445 
Table 6.3 indicating results of the first reliability study. 
 
Second reliability study. 
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Each scale statement was worded in 4 different ways, with the meaning as close as possible to 
the original statement meaning (see appendix 5 table 6.6). It is not clear why increasing the 
number of items in a scale improves reliability. According to Streiner and Norman (2003) where 
the test items are not perfectly correlated, the true variance will increase as the square of the 
number of items, while the error variance will increase only as the number of items. This means 
that if the test was tripled in length, if the original reliability was 0.7 the tripled test will have a 
reliability of 0.875 although in practice the latter tends to be overestimated.   
 
Respondents were 100 parents of 0-5 year old children routine clinic attendees at four different Dudley 
clinics with a mix of social background and employment status. These were a different group of 
respondents from those in the first reliability study due to the difficulty in contacting all of the respondents 
in the first reliability study. 
 
Materials and procedure were as in the first reliability study. 
Data analysis using Cronbach’s Alpha indicated an improved reliability coefficient above 0.7 in 
subscales a, b and d and 0.66 in sub-scale c. Each of the 4 alternative wordings for each 
statement in each subscale was considered in order to achieve a reliability coefficient above 0.7 
in each scale area. Other considerations explored were whether each statement was in the right 
subscale, if any statement did not correlate with the other statements in the subscale and if any 
statement in the subscale had a similar meaning to another.  Consequently statement 12 was 
moved from d to c, statement 14 was removed from d as it did not correlate with the other items 
 
 in the subscale, and 
statement 8 was 
removed from c as it 
had a similar 
meaning to statement 
3 in the same 
subscale. Statement 
20 was removed from 
d as it had a similar 
meaning to statement 
12. (See table 6.4 
indicating results of 
the second reliability 
study). 
Subscale Questions Number of 
cases 
Reliability 
coefficient 
a The 
facilitation of 
developmental 
progress. 
1c,4d,9c,2c 99 Alpha = 0.8201 
b The 
facilitation of 
general good 
health.  
6a,11a,15a,17a18a 96 Alpha = 0.8038 
c The 
ensurement of 
love and 
security. 
3b,5d,7a, 16b 96 Alpha = 0.6628 
d Provision of 
an appropriate 
learning 
environment. 
10d,13d,19d,12c 97 Alpha = 0.7153 
Table 6.4 indicating results of the second reliability study. 
 
Pearson correlation 2-tailed was used to ascertain the magnitude of the relationship between 
each statement in each of the PSS subscales. The null hypothesis was that there is no 
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correlation of each statement in each subscale. It was tested against the alternative hypothesis 
using Pearson’s r.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Statement 1c showed 
a strong relationship 
with statements 2c 
r=.563, 4d r=.447 and 
9c r=.470. Statement 
2c showed a strong 
relationship with 
statements 1c r=.563, 
4d r=.546 and 9c 
r=.614. Statement 4d 
showed a strong 
relationship with 
statements 1c r=.447, 
2c r=.546 nd 9c 
r=.573. Statement 9c showed a strong correlation with statements 1c r=.470, 2c r=.614 and 4d 
r=.573. Referring to table 6.5 correlations between the statements in PSS subscale a showed a 
fairly strong correlation between the variables. The null hypothesis was therefore rejected.  
   q1c q2c q4d q9c 
q1c Pearson 
Correlation 1 .563(**) .447(*) .470(**) 
  Sig. (2-tailed) .001 .013 .009 
  N 30 30 30 30 
q2c Pearson 
Correlation .563(**) 1 .546(**) .614(**) 
  Sig. (2-tailed) .001 .002 .000 
  N 30 30 30 30 
q4d Pearson 
Correlation .447(*) .546(**) 1 .573(**) 
  Sig. (2-tailed) .013 .002 .001 
  N 30 30 30 30 
q9c Pearson 
Correlation .470(**) .614(**) .573(**) 1 
  Sig. (2-tailed) .009 .000 .001  
  N 30 30 30 30 
Table 6.5 Correlation of statements in PSS subscale a.  
** Correlation is significant at the 0.01 level (2-tailed). 
*  Correlation is significant at the 0.05 level (2-tailed).  
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Statement 6a showed a 
strong relationship with 
statements 11a r=.472, 
15a r=.577 and 17a 
r=.450, but a poor 
relationship with 
statement 18a r=.320. 
Statement 11a showed 
a strong relationship 
with statements 6a 
r=.472 and 15a r=.652, 
but a poor relationship 
with statements  17a 
r=.353 and 18a r=.324. 
Statement 15a showed 
a strong relationship 
with    statements     6a  
    q6a q11a q15a q17a q18a 
Q6a Pearson 
Correlation 1 .472(**) .577(**) .450(*) .320
  Sig. (2-tailed) .008 .001 .012 .084
  N 30 30 30 30 30
q11a Pearson 
Correlation .472(**) 1 .652(**) .353 .324
  Sig. (2-tailed) .008 .000 .056 .081
  N 30 30 30 30 30
q15a Pearson 
Correlation .577(**) .652(**) 1 .342 .352
  Sig. (2-tailed) .001 .000 .065 .057
  N 30 30 30 30 30
q17a Pearson 
Correlation .450(*) .353 .342 1 .706(**)
  Sig. (2-tailed) .012 .056 .065 .000
  N 30 30 30 30 30
q18a Pearson 
Correlation .320 .324 .352 .706(**) 1
  Sig. (2-tailed) .084 .081 .057 .000
  N 30 30 30 30 30
Table 6.6 Correlation of statements in PSS subscale b. 
 **  Correlation is significant at the 0.01 level (2-tailed). 
 *  Correlation is significant at the 0.05 level (2-tailed). 
 
r=.577 and 11a r=.652, but a poor relationship with statements 17a r=.342 and 18a r=.352. 
Statement 17a showed a strong relationship with statements 6a r=.450 and 18a r=.706, but a 
poor relationship with statements 11a r=.353 and 15a r=.342. Statement 18a showed a strong 
relationship with statement 17a r=.706, but a poor relationship with statements 6a r=.320, 11a 
r=.324 and 15a r=.352. Referring to table 6.6, correlations between the statements in PSS 
subscale b showed a mixed relationship, but there was a correlation so the null hypothesis was 
rejected. 
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Statement 3b showed a 
strong relationship with 
statements 5d r=.436 
and  7a r=.433, but a 
poor relationship with 
statement 16b r=.132. 
Statement 5d showed a 
strong relationship with 
statements 3b r=.436 
and 7a r=.520, but a 
poor relationship with 
statement 16b r=.263. 
Statement 7a showed a 
strong relationship with 
statements 3b r=.433, 
5d r=.520 and 16b r=.369. Statement 16b showed a strong relationship with statement 7a 
r=.369 but a poor relationship with statements 3b r=.132 and 5d r=.263. Referring to table 6.7, 
correlations between statements in PSS subscale c showed a mixed relationship. However, 
there was a relationship so the null hypothesis was rejected. 
    q3b q5d q7a q16b 
q3b Pearson 
Correlation 1 .436(*) .433(*) .132
  Sig. (2-tailed) .016 .017 .487
  N 30 30 30 30
q5d Pearson 
Correlation .436(*) 1 .520(**) .263
  Sig. (2-tailed) .016 .003 .160
  N 30 30 30 30
q7a Pearson 
Correlation .433(*) .520(**) 1 .369(*)
  Sig. (2-tailed) .017 .003 .045
  N 30 30 30 30
q16b Pearson 
Correlation .132 .263 .369(*) 1
  Sig. (2-tailed) .487 .160 .045
  N 30 30 30 30
Table 6.7 Correlation of statements in PSS subscale c.  
*   Correlation is significant at the 0.05 level (2-tailed).  
**  Correlation is significant at the 0.01 level (2-tailed). 
 
 
Statement 10d 
showed a strong 
relationship with 
statements 13d 
r=.656 and 19d 
r=.718, but a poor 
relationship with 
statement 12c r=.138. 
Statement 13d 
showed a strong 
relationship with 
statements 10d 
r=.656 and 19d 
r=.394, but a poor 
relationship with 12c 
r=.230. Statement 12c showed a poor relationship with statements 10d r= -.138, 13d r=.230 and 
19d r= -.036. Statement 19d showed a strong relationship with statements 10d r=.718 and 13d 
r=.394, but a poor relationship with statement 12c r= -.036. Referring to table 6.8, correlations 
    q10d q13d q12c q19d 
q10d Pearson 
Correlation 1 .656(**) .138 .718(**) 
  Sig. (2-tailed) .000 .468 .000 
  N 30 30 30 30 
q13d Pearson 
Correlation .656(**) 1 .230 .394(*) 
  Sig. (2-tailed) .000 .221 .031 
  N 30 30 30 30 
q12c Pearson 
Correlation .138 .230 1 -.036 
  Sig. (2-tailed) .468 .221 .849 
  N 30 30 30 30 
q19d Pearson 
Correlation .718(**) .394(*) -.036 1 
  Sig. (2-tailed) .000 .031 .849  
  N 30 30 30 30 
Table 6.8 correlations of PSS statements in subscale d.  
**  Correlation is significant at the 0.01 level (2-tailed). 
*  Correlation is significant at the 0.05 level (2-tailed). 
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between the statements in PSS subscale d showed a mixed relationship, but there was a 
relationship and the null hypothesis was rejected. 
 
Referring to tables 6.5, 6.6, 6.7 and 6.8 there was a correlation between each statement in each 
of the PSS subscales. The null hypothesis there is no correlation between each statement in 
each subscale was therefore rejected. 
 
The external reliability of the tool was not calculated for the following reasons. Assessing the 
external reliability of a measure, according to Streiner and Norman (2003), involves using the 
test – retest method. This means respondents completing the measure twice over a period of 
time with an interval of between two and fourteen days, similar scores suggesting the measure 
has external reliability (Streiner and Norman 2003). Kline (2000) however, advised an interval of 
at least three months. The problem with the sample used was the practicability of ensuring all 
respondents from the first test period were available for the second. Clinic attendance is 
voluntary with many parents attending less than fortnightly so they would not be attending within 
the required time period. Two health visitors at two clinics reported a further issue. Some 
respondents were concerned that by completing the scale their details would be made available 
to social security or the police. Respondents raising concerns were those dependent on benefits 
and from ethnic minority groups. Health visitors assured them their details were not recorded on 
the scale form, their  participation was  entirely voluntary and anonymous. If these  respondents  
had not completed the scale the second time, it would have meant that the respondent group was 
unrepresentative of the wider group. It was for these reasons that external reliability was not calculated. As 
Kline (2000) acknowledged, the test-retest reliability has limitations as real changes may have occurred in 
the lives of some respondents affecting the scores the second time. Although lacking external reliability, 
PSS did have internal consistency as described previously in this section. The lack of external reliability 
was therefore an issue in relation to the rigour of the research and as such the researcher acknowledges 
this as a weakness 
 
6.7 Further issues relating to scale development including no calculation of a total scale score and 
reiteration that each sub-scale was measuring self-efficacy.   
 
The four PSS subscales were concerned with parental beliefs about their skills in different aspects of 
parenting as previously discussed. A total score for the scale was not calculated because each sub-scale 
was important in meeting a child’s needs and it was necessary to consider parents’ beliefs about their 
skills in each sub-scale. A total score could have led to a potentially dangerous misconception in a parent 
believing that his/her beliefs about their parenting skills were ‘good enough,’ when in fact there was a 
particular area where improvement was needed. A total score would have taken away the focus from each 
sub-scale, and it could also have reverted back to the thinking, as in older child developmental tools, of a 
rigid pass/fail system with its concept of failure (Reynolds 1992a). The aim was to focus on the more 
positive concept, as in SOGS l and ll (Bellman and Cash 1987 and Bellman, Lingam and Aukett 1996) 
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where no child fails, but the professional discusses individual skill area scores advising the parent how to 
help their child as necessary. It was envisaged that PSS results would be used in the same way as a 
means of positively helping the parent to improve their parenting skills. The Diabetes Self-efficacy scale 
(Paget 1991) does calculate a total score in addition to the score for each of the three subscales diet, 
exercise and management. However, although each sub-scale measures self-efficacy, it considers a 
different aspect of self-belief in diabetes care, and it is believed that considering the score in each sub-
scale in relation to care is more important than a total score that could appear to be satisfactory, when in 
fact a particular area of care falls short of this. It is acknowledged, as a limitation of this study regarding 
validity of the new tool (PSS), that the total score was used rather than registration and consideration of 
the maximum and minimum scores for the population.    
 
6.8 Reading age.    
 
The reading age of PSS, FAMIM and DEMQ was ascertained by using the Flesch-Kincaid formula and the 
Fry graph (Johnson 2005) to ensure there was little difference between the reading age and readability of 
all three instruments. A wide difference would have made the task of completing the instruments more 
difficult for respondents. Issues concerning the use off FAMIM – ‘The Feelings and Moods in 
Motherhood’ instrument at the concurrent validity stage of PSS development, are fully discussed in the 
next section. 
 
 
Table 6.9 showing readability and reading age of FAMIM, PSS and DEMQ, indicates there was 
little difference between the readability and reading age of all three instruments. Reading age 
was at primary school level, with a difference of 1.6 years between FAMIM the easiest to read, 
and DEMQ the most difficult, and a difference of 1 year between FAMIM and PSS. There was a 
close correlation between the reading age of each instrument using both methods. However, it 
has to be acknowledged that due to the possible changes in the reliability and validity of 
FAMIM, as discussed in section 6.9, and the possible subsequent effect on the validity of PSS, 
that it could potentially have affected the reading age of the instrument. The authors of EPDS  
had given permission for the scale to be used following changes, that is its being renamed 
FAMIM and the subtitle to items 1 to 3 and 4 to 10 changed from ‘in the past 7 days’ to ‘in the 
past week.’ The reasons for the changes were firstly to remove the stigma of depression and 
secondly to improve understanding for the client group. The authors’ initial view was that as 
there was no change to the order and wording of the items there was no change to the reliability 
and validity of the instrument. Yet arguably, any alteration to an instrument has the potential to 
change its reliability and validity. Further study is required in this area in order to validate 
FAMIM.  
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The average 
document has a 
Flesch Reading 
Ease score between 
60-70, the formula 
giving a number 
from 0-100; the 
higher the score, the 
easier the document  
was to read (Johnson 2005). Using the information available table 6.9 indicated the score for 
PSS and FAMIM were above average, with DEMQ having a score at the upper end of average. 
The requirement for reading age of all three instruments to be at primary school level had 
therefore been achieved.   
 FAMIM PSS DEM. Q. 
Passive 
sentences 
0% 0% 4% 
Flesch Reading 
Ease 
82.7 81.4 64.7 
Flesch-Kincaid 
Grade Level 
4.5 5.5 6.1 
Reading age in 
years 
9.5 10.5 11.1 
Reading age in 
years using the 
Fry Graph 
9.25 10.5 11.1 
Table 6.9 showing reading age of FAMIM, PSS and DEMQ.  
 
6.9 Rationale for using concurrent validity. 
 
This was the final identified stage in scale development. Validity is the process of determining 
what an instrument is measuring (Streiner and Norman 2003). Concurrent validity is the ability 
of an instrument to differentiate between individuals, who in their present state differ on some 
criterion (Streiner and Norman 2003). In relating this to PSS, the measuring instrument, the 
criterion was the  parents’  beliefs about  their skills  as parents. Both  validity and  reliability  are  
 
essential attributes of an instrument. Reliability alone is not sufficient, as it cannot ensure that a 
test is valid; validity also has to be demonstrated (Kline 2000). 
 
It was decided to use concurrent validity, a type of criterion related validity for the following 
reasons. It was essential the instrument being developed was valid, useful in practice, and 
practicable in terms of time and available resources. Messick (1980) stated this type of validity 
is of value in instances where the concern is not only in verifying relationships, but also in 
identifying useful relationships when used in practice. In this study, where a parent had a high 
level of self-belief in their parenting skills, as identified using the PSS scale, the inference was 
that the effect of the parent’s parenting skills on the child would result in the child making 
satisfactory developmental progress. This type of validity is economic in terms of time as 
concurrence can be effectively demonstrated simultaneously with another instrument (Cohen et 
al., 2000). As the researcher was conducting the study alone, time was an important factor. 
Resources were limited with health visitor colleagues requesting respondent parents to 
complete the instruments during clinic sessions. The limited time they had to collect data had to 
be borne in mind.  
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 A further important issue is that if the correlation is to be meaningful, the measure being 
developed needs to be correlated with a similar measure measuring the same attribute (Kline 
2000). Ideally, this should be a ‘gold standard’ measure that is generally accepted and used in 
the field (Streiner and Norman 2003). Where this is not possible, as in this study, Kline (2000) 
stated in these circumstances the scale being developed could be correlated with a similar, 
though not identical one. A literature search to identify a similar scale was unsuccessful. 
Examples of those considered are now given with the reason for their rejection, followed by the 
rationale for using the ‘Feelings and Moods in Motherhood’ (FAMIM) questionnaire at this stage.  
 
The literature review drew attention to parents being required to respond to and meet their 
child’s changing needs according to their chronological age and stage of development 
(Hoghughi and Speight 1998, Illingworth 1987, Winnicott 1965). The research strategy used as 
detailed in chapter one (section 1.1) failed to identify a self-efficacy tool to use at this stage of 
scale development and to identify the following criteria; 
1.  a tool that measured a parent’s perceptions of their ability to cope as parents either  
      directly or indirectly;  
2.   linked to improving outcomes for the child both long and short term; 
3.   a tool with well documented reliability and validity studies; 
4.   a similar scoring system to PSS; 
5.   short and simple to use;   
6.   able to be used with parents of either sex;  
 
7.   able to be used with parents of 0-5 year old children; 
8.   the language of the tool to be English; 
9.   the concept of the tool to be linked to Bandura’s theory of self-efficacy; 
10. the tool to be suitable for use with ethnic minority groups.    
 
The ‘Parenting self-efficacy for parenting tasks index – toddler scale’, 53 item scale (Coleman et 
al., 2002) was previously discussed in chapter one (section 1.9). It was rejected as it narrowed 
participants to mothers only with toddlers aged 19-25 months, and not those with children aged 
0-5 years. It was validated using a predominantly middle class population of mothers in the 
United States with possible implications for use on British respondent parents due to social and 
cultural differences. Additionally, it did not meet criteria 4, 5, 6, 7 and 10. 
 
Gross et al., (1989) described their use of the ‘Toddler Care Questionnaire’, TCQ, 37 item 
questionnaire (Gross and Rocissano 1988) in ‘Maternal Confidence during Toddler-hood: 
comparing Pre-term and Full-term groups’. They were seeking to discover if there was a 
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difference between the two groups of mothers with toddlers, where one group had toddlers who 
had been born pre-term and the other with toddlers born full-term. Based on Bandura’s (1977) 
theory of self-efficacy, TCQ was used to assess the mother’s confidence in her ability to cope 
with motherhood tasks with her toddler. While the results of reliability and validity studies were 
included, scale use was restricted to that of mothers only, with toddlers 12-36 months. Although 
this was a wider age range than Coleman et al’s (2000) study, it did not include use for parents 
of 0-5 year old children and fathers were excluded. The scale was developed in the United 
States like that of Coleman et al., (2000) with the same possible implications for use on British 
parents. It did not meet criteria 4, 5, 6, 7 and 10.  
 
In their study ‘Behavioural Competence among Mothers of Infants in the First Year: The 
Mediational Role of Maternal Self-Efficacy’, Douglas and Gelfand (1991) developed a self-
efficacy scale (10 item scale) for use in the project in comparing maternal competency in two 
groups of mothers; one group clinically depressed and one group not depressed, with infants 3-
13 months. They intended it to be faithful to Bandura’s (1977) concept of self-efficacy with 9 of 
the 10 items related to the specific domains of infant care. This scale was rejected because it 
was for use with mothers only with children from a very narrow age band. Again it was 
developed in the United States, as were the previous two, with the same possible implications 
for use on British respondent parents. It did not meet criteria 4, 6, 7 and 10. 
 
The reasons given for rejecting each of the scales considered for use at the concurrent validity 
stage of scale development were as discussed. Had any one of them met all the identified 
criteria, with  the exception  of 4,  consideration  may have  been given  to using  it in  assessing  
parenting skills in this project rather than developing PSS. ‘The Feelings and Moods in Motherhood’ 
instrument (FAMIM) – adapted from the Edinburgh Postnatal Depression Scale (EPDS), and used in the 
‘Peri-natal Moods and Feelings’ Project in South Birmingham (Robotham, Sheldrake and Helm 1999) was 
considered next. 
 
According to the authors of EPDS at the time, the changes to the title and subtitles of the EPDS instrument 
to become FAMIM did not affect its reliability and validity. FAMIM was adapted from the Edinburgh 
Postnatal Depression Scale (Cox, Holden and Sagovsky 1987), a nationally recognised scale with 
documented validity and reliability studies. Adaptations were change of name to one that health visitors 
participating in the project felt was more acceptable to the client group. It removed the possible associated 
stigma of depression in the original title. The subtitle to items 1 to 3 and 4 to 10 was changed from ‘in the 
past 7 days’ to ‘in the past week’ as it was felt it would more easily understood by the intended client 
group. As there was no change to the number, wording and ordering of items in the original scale, there 
was potentially no change in the reliability and validity of the instrument. This issue of the possible change 
to the reliability and validity of the EPDS instrument due to the changes that were made to it to become 
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FAMIM, its use as FAMIM and the use of FAMIM at the validity stage of scale development for PSS is now 
considered.  
 
Discussion with the authors of FAMIM (Robotham, Sheldrake and Helm 1999) revealed that they had 
obtained written permission from the authors of EPDS (Cox, Holden and Sagovski 1987) to use EPDS 
renamed FAMIM with the identified changes, because as there was no change to the scale items, in their 
view there was no change to the reliability and validity of the tool.  
 
This raises an interesting issue that has the potential to impact on research studies such as this. Where 
changes are proposed and agreed to instruments already deemed valid and reliable, the original author’s 
permission to change cannot be assumed as justification for continuation of the claim to validity and 
reliability. Any change, whether sanctioned by the original author or not, must be considered as a potential 
threat to validity and reliability. 
 
In hindsight, the researcher would have tested FAMIM further, as any change to an instrument has the 
potential to alter the reliability and validity of an instrument. Indeed, the purpose of the identified changes 
was to make the instrument more acceptable to the client group for which it was intended. Robotham, 
Sheldrake and Helm (1999) carried out no tests to find out if this was the case, which is a possible flaw in 
their research, in spite of the view expressed by the authors of EPDS. The changes made could have 
resulted in an increase in the response rate and affected the reliability and validity of the instrument or 
have made no difference, but any or no change cannot be assumed. Examples of where the reliability and 
validity of an instrument have been retested following change are SOGS l and ll (Bellman et 
al.,1996), and Denver l and ll (Frankenburg et al.,1992). However, changes were made to the 
scale items in both cases and not to the title or sub-titles of the instruments. Although no 
examples have been found where  an instrument’s  reliability and validity was retested  following  
 
changes to the title and /or the sub-titles only, the possibility of any change to an instrument 
affecting its reliability and validity cannot be ruled out.  
 
Specific potential risks to this tool, PSS, are the unknown effect on the reliability and validity of 
FAMIM following the changes to EPDS as previously detailed. If the researcher were to pilot this 
again, reliability and validity studies in respect of FAMIM would be carried out. If results showed 
the instrument to be reliable and valid it would be used in a repeat of the concurrent validity 
stage of PSS scale development.  
 
The difficulty in using an older instrument at this stage of scale development for PSS is that 
ideas change over time, and what may be considered to be permissible at one time may not 
necessarily be so at another. The thinking of the authors of EPDS that there was no change to 
the reliability and validity of the instrument when the changes were made as detailed earlier for 
FAMIM may have been acceptable thinking at the time. However, arguably today this thinking is 
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open to question in view of the increased robustness of measures required in instrument 
development. 
 
Information is now given concerning the reliability and validity of EPDS, and the reason for its 
choice renamed as FAMIM in the light of the information available at this stage of the research. 
Results must be considered against the background of uncertainty as to its reliability and validity 
as explained above. 
 
Cox, Holden and Sagovsky (1987) described the reliability and validity studies in developing the 
EPDS. The split half reliability of the scale resulted in an alpha coefficient of 0.88 suggesting the 
items in the two halves of the scale were measuring the same characteristics. Validation was in 
two parts. In the first the scale consisted of 13 items validated on a sample of 60 postnatal 
women who following completion of the EPDS scale were interviewed by a psychiatrist using 
the Goldberg et al., (1970) Clinical Interview Schedule. A diagnosis of depression was 
established by using major and minor Research Diagnostic Criteria (RDC Spitzer et al 1978). As 
factor analysis showed a factor that loaded on three items ‘ I have enjoyed being a mother’ and 
the two irritability items, it was realised that it could be shortened to 10 items without impairing 
its effectiveness.   
 
The shortened scale named the EPDS was subjected to a second validation on a sample of 84 postnatal women together with the 
RDC. Findings indicated that by using a cut off point of 9/10, the failure rate for detecting women with postnatal depression was 
under 10%. The purpose of designing the EPDS was as a simple tool  to use in  the postnatal period to  identify the onset of  
 
depressive symptoms, user friendly so that it could be used by non psychiatrically trained staff 
and acceptable to women themselves.  
 
FAMIM and PSS were both concerned with the prevention of adverse outcomes for the child. 
Postnatal depression in the mother occurring in the first year of a child’s life can result in 
significant intellectual deficits. It also affects the mother-child relationship not only in the 
immediate postnatal period but also in later life (Beck 1995). Sinclair and Murray’s (1998) 
studies showed postnatal and recent maternal depression, were associated with significantly 
raised levels of child disturbance, in particular amongst boys and those from lower social 
classes. Additionally, the authors of FAMIM said the instrument could be used with both 
mothers and fathers, as the author of PSS also concluded.  
 
A pilot study using PSS (Reynolds 1992b) indicated that children did better when parents’ 
beliefs in their parenting skills was higher than those at a lower level. This agreed with 
Bandura’s social learning theory (1977) findings in his studies.  
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A person’s moods and feelings affect the way they perform their roles in life. In the parent child 
relationship, if a person believes they lack the ability to parent their child effectively, it can result 
in feelings of inadequacy and low mood (Bandura 1977). Such a person, even if not clinically 
depressed is therefore likely to perform less well as a parent, with a subsequent poorer 
outcome for the child. Identification of mood level and feelings and belief in parenting skills 
ability is therefore of significant importance allowing for early intervention to improve the 
outcome for the child. There is a close association between parental moods and feelings, and 
parenting abilities. If a parent believes they have low mood or depression, it is likely that 
parenting abilities are impaired. If a parent believes that their parenting abilities are inadequate, 
it is probable that they will experience feelings of inadequacy and low mood. Gill’s (1998) work 
on parent-training effectiveness supported this concept. The following tables 6.10 and 6.11 give 
an understanding of the dependent variables and operational measures in teaching parenting 
skills to parents of young children. The assumption is that the intervention, teaching parenting 
skills, can result in improved parenting skills in the parent and their practical application improve 
developmental progress in the child. 
 
 
 
When the independent variables were manipulated (exposure to the parenting skills 
programme), the expectation was an effect on the dependent variables as portrayed in table 
6.10. The operational measure affecting each dependent variable is as shown in table 6.11.  
 
   Dependent Variables                                                                 Measures 
1 Parental   
Parental beliefs about their parenting 
skills which will be measured pre 
and post the intervention (the 
parenting skills programme). 
 Parenting Skills   Scale 
   
Parental beliefs about their parenting 
skills (those being taught on a one to 
 Parenting Skills Scale 
1 Parental 
a Parental beliefs about their parenting skills which will be measured pre and post the intervention 
(the parenting skills programme). 
b Parental beliefs about their parenting skills (those being taught on a one to one basis) post the 
parenting skills programme. 
c Parental beliefs about being taught parenting skills (those being taught in a group situation) post 
the parenting skills programme. 
  
2 Child 
a Stage of developmental progress prior to the parent starting the parenting skills programme. 
b Stage of developmental progress post the parent completing the  parenting skills programme. 
  
4 Professional teaching parenting skills programme 
a Professional’s perceptions of parental progress. 
b Professional’s perceptions of the child’s developmental progress. 
Table 6.10  Dependent variables. 
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one basis) post the parenting skills 
programme  
   
Parental beliefs about their parenting 
skills (those being taught in a group 
situation) post the parenting skills 
programme 
 Parenting Skills Scale 
   
2 Child   
Stage of developmental progress 
prior to the parent starting the 
parenting skills programme 
 The Schedule of Growing Skills 
Developmental Screening tool 
   
Stage of development post the 
parent completing the parenting 
skills programme 
 The Schedule of Growing Skills 
Developmental Screening tool 
   
4 Professional teaching parenting 
skills programme 
  
Professional’s perception of parental 
progress 
 Parenting Skills Scale completed 
pre and post parenting skills 
programme. 
   
Professional’s perception of the 
child’s developmental progress 
 The Schedule of Growing Skills 
Developmental Screening tool 
completed pre and post 
parenting skills programme. 
Table 6.11 Dependent variables and operational measures. 
Items in both FAMIM and PSS were about self- perceptions of moods and feelings. The first was in relation to life in general which 
can impact on their parenting skills, and the second was 
related directly to 
perceptions of 
their parenting 
skills (see table 
6.12 for item 
themes in FAMIM 
and PSS). Further similarities between PSS and FAMIM were the scoring system, a separate 
score for each question, and each used a 4-point Likert scale with a mix of positively and 
negatively worded items, the advantages and disadvantages were as previously discussed in 
6.2 and 6.3. Both were short, easily understood and easy to administer as shown in Robotham, 
Shedrake and Helm (1999), and in the development of PSS.  
Theme FAMIM scale items PSS scale items 
Laugh/Enjoyment 1 and 2 1, 2, 5 and 12 
Coping/sleep 6 and 7 4, 9, 11, 14, 16 
and 17 
Anxiety/Panic/Sadness/Blame/
Crying/Self harm 
3, 4, 5, 8, 9 and 10 3, 6, 7, 8, 10, 13 
and 15  
Table 6.12 Summary of themes of items in FAMIM and PSS.  
 
The instrument in its present form was compared with the identified criteria but caution has to 
be used in accepting results due to the questions concerning its reliability and validity as 
previously discussed. The FAMIM instrument met criteria - 
1 a tool that measured a parent’s perceptions of their ability to cope as parents either directly or 
indirectly; 
2 linked to improving outcomes for the child both long and short term, and; 
3 a tool with well documented reliability and validity studies. 
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Criterion 4 - a similar scoring system to PSS, was true although it was not identical. PSS had 4 
sub-areas all measuring parenting skills and no total score, whereas FAMIM had no sub-
divisions and did have a total score. The themes for both tools were similar (table 6.12). In spite 
of a total score and recommendations for referral of scoring above a certain level, a positive 
response to item 10, regarding thoughts of self-harm recommending referral regardless of total 
score, appeared contradictory. It indicated the importance of individual items rather than a total 
score, as has been argued for PSS (section 6.7). On closer inspection FAMIM appeared to 
have at least two subscales.  Questions 1,2,3,6 and 7 seemed to be concerned with external 
social factors affecting the mother’s moods and feelings, and questions 4,5,8 and 9 factors 
internal to self, affecting moods and feelings. Question 10 concerned with self-harming 
appeared to be in a sub-scale on its own as Cox and Holden (2003) identified for EPDS. See 
appendix six 6.10b for details of the FAMIM scale items. 
 
Criterion 5 – short and simple to use, was met, as FAMIM consisted of 10 items only that were 
short and simple to answer. PSS has 17 questions, so is also short. Criterion 6 – able to be 
used with parents of either sex, was met as Cox and Holden (2003) stated EPDS could be used 
with fathers and was subsequently validated for this purpose.  
 
Although Cox and Holden (2003) described EPDS for use in the postnatal period, they stated it 
could be used over a longer period, for example to monitor treatment. It could be used with 
mothers and fathers of toddlers and was validated for this purpose (Thorpe 1993). These 
examples of the tool’s use widened the age at which it could be used with parents closer to that 
of PSS for use with parents with 0-5 year old children. FAMIM therefore appeared closer to 
satisfying criterion 7- able to be used with parents of 0-5 year old children, than other tools 
investigated. FAMIM did meet criterion 8 – the language of the tool to be English. 
 
FAMIM did not totally meet criterion 9 – the concept of the tool to be linked to Bandura’s theory 
of self-efficacy, as there was no direct link to this. Arguably it was implied, as Cox and Holden 
(2003) acknowledged the mother’s feelings affected her perceptions of her ability to care for her 
child profoundly affecting the young child’s development  
 
Criterion 10 – the tool to be suitable for use with ethnic minority groups, was met as EPDS has 
been translated into several different languages for use with other ethnic groups including 
Hindu. This went further than PSS where evaluation included those from different ethnic groups 
but the tool language was English. 
 
As FAMIM met all the criteria required apart from part of criteria 4, 7 and 9, and in spite of the 
possible questions concerning its reliability and validity as previously discussed, it was decided 
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to use it at the concurrent validity stage of scale development and to acknowledge this issue. As 
previously discussed, no other tool that the researcher had access to appeared to meet the 
identified criteria so fully. The strength of this approach is that the limitations are recognised 
while lack of choice of a similar tool to use at the concurrent validity stage of scale development 
reinforces the possible uniqueness of the PSS tool. 
 
Reliability and validity figures for FAMIM compared with PSS. These were the same for 
FAMIM as the Edinburgh Post-natal Depression Scale (EPDS), as previously discussed. The 
term ‘EPDS’ was used in discussing these issues in relation to FAMIM in this section. The split 
half reliability of the EPDS scale was 0.88 (Cox and Holden 2003). This was compared with the 
reliability coefficient in each of the four PSS subscales as shown in table 6.4. The alpha 
coefficient of PSS subscales a and b, was alpha=0.8201 and alpha=0.8038 respectively, a 
similar level to EPDS. The alpha coefficient of PSS subscales c and d, was alpha=0.6628 and 
alpha=0.7153 respectively, slightly below the level of EPDS. This meant the internal consistency 
reliability of PSS was similar in subscales a and b, but slightly lower in subscales c and d. 
 
 
There was no correlation information given for EPDS therefore r values for FAMIM and PSS 
could not be compared. In discussing the validation of EPDS, Cox and Holden (2003, p.17) 
stated “The sensitivity of the EPDS (the proportion of women with RDC (Research Diagnostic 
Criteria) depression who were true positives) was 86%, and the specificity (proportion of RDC 
non-depressed women who were true negatives) was 78%. The positive predictive value (the 
proportion of women above the threshold on the EPDS (N=41) who met RDC for depression 
(n=30) was 73%”. In relating this information to FAMIM, it indicated FAMIM was a tool with high 
sensitivity. However, at the validity stage of PSS development a ROC analysis of the PSS 
against FAMIM showed PSS was marginally more sensitive and specific than FAMIM as shown 
in table 6.13 and figures 6.2, 6.3 and 6.4.  
 
It was noted that although the EPDS items were statements, they were referred to as questions 
in the scale given to respondents to complete. Scale items in PSS were referred to as 
statements in the copy of the scale for respondents to complete. 
 
6.10 Method at the concurrent validity stage of scale development.   
 
Respondents in the validity stage of PSS scale development were 50 parents. These included 
a mix of community health staff employed in the two Dudley Primary Care NHS Trusts who were 
parents, and parents who were routine clinic attendees at three clinics within the Trusts 
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reflecting the diversity of the local population. This was a new cohort from that in the second 
reliability stage because of practical difficulties in contacting all respondents due to their mobility 
in and out of the area. Familiarity with a previous stage of PSS development could have 
influenced respondents’ item responses, or some could have been reluctant to participate a 
second time. Respondents from eight clinics had been used in the first and second reliability 
studies leaving a smaller number of clinics from which to select for this purpose. It was also 
necessary to consider if there were sufficient health visitors at each base able to collect data. As 
two scales had to be completed at the same time (PSS and FAMIM) as well as DEMQ, this 
required more time and respondents ideally needed to be able to read and write in English. If a 
health visitor had completed an instrument on a respondent’s behalf, this could have resulted in 
the Rosenthal effect, as previously described.   
 
The number of respondents was 90% (n=15) from each clinic, and 10% (n=5) community staff, 
parents of children aged 0-5 years living in Dudley, with 2 being from ethnic minority groups. 
The reason for including the latter was to ensure inclusion of ethnic minority group respondents. 
This was a purposive sample of convenience as for the reliability stage of scale development. 
The number 50 was chosen for the following reasons. Cohen et al., (2000) stated that a 
minimum sample size of  30 was required if meaningful statistical tests were to be carried out. A  
number greater than this was selected to seek to ensure that at least a minimum number of 
completed questionnaires were received. Additionally it was necessary to be aware that 
respondents needed more time to complete PSS, FAMIM and DEMQ at the same time, and 
fewer might feel able to allow for this due to family or other commitments. Implications for health 
visitor time were explaining the research to respondents, obtaining written consent and 
collecting the completed responses.  
 
Health visitors in each participating clinic were briefed regarding explanation and procedure for 
this stage emphasising anonymity and voluntary participation. The health visitor gave each 
respondent a verbal explanation before giving them a letter explaining the purpose of this stage 
of scale development and a consent form to sign. PSS, FAMIM and DEMQ instruments were 
then given to each respondent. They were asked to mark where they thought they were on the 
scale for each item in PSS and FAMIM then to complete DEMQ (see appendix 5 - 6.10a, b and 
c for materials).  The Staff in the Primary Care NHS Trust were approached and the same 
process was gone through with them. The consent and completed instrument forms were 
collected from each the clinic involved in this stage, following which the results were analysed.  
 
6.11 Data analysis and discussion of results. 
Pearson correlation was used. A 1- tailed positive correlation significant at least at 0.05 level 
was required. This test was used to ascertain the magnitude of the relationship between the 2 
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variables, PSS and FAMIM. A total score for PSS was used at this stage as a means of 
comparison with FAMIM. The difficulties relating to this have been previously discussed in 6.9. 
The relevant health visitor for any respondent who appeared to be experiencing problems either 
with parenting or in relation to postnatal depression, as indicated by their response to FAMIM 
and PSS was notified giving them the opportunity to offer the parent advice and support as 
appropriate. This occurred in two cases.  
 
Famim derived from the Edinburgh Postnatal Depression Scale (EPDS) had the same scoring 
as EPDS which is now discussed. It had a total score, range 0-30, (a possible score of 0-3 
score per scale item),‘0’ meaning unlikely to have postnatal depression and a score of 9 or 
above indicating a need for referral and further assessment due to the likelihood of depressive 
illness. In spite of a total score, irrespective of the scoring of the first 9 questions, if the score for 
question 10 concerning suicidal thoughts was 1 or more, an immediate referral for further 
assessment was advised. Items 3, 5, 6, 7, 8, 9 and 10 are reverse scored. As previously 
discussed in this chapter, this appears to suggest a separate subscale and brings into question 
the appropriateness of a total score for the tool.  
 
 
PSS had 4 subscales, score of each as follows; a 1-16, b 1-20, c 1-16, d 1-16, the lower the 
score meaning the more likely the parent/carer had  ‘good enough parenting skills’ and the 
higher the score the less likely that parenting skills were ‘good enough’ to meet their child’s 
needs. Each scale item had a possible score of 1-4 with items 3,6,7,8,12,13 and 17 reverse 
scored. A total score for the purposes of the concurrent validity stage of PSS scale development 
was a range of 17-68. Using a scale for correlation purposes, which measures a similar, but not 
identical attribute as in this case, is permissible (Kline 2000) as previously discussed. But, In 
this case there is a further difference in that FAMIM (EPDS) has a total score while PSS does 
not. It means a possible loss of identification of the meaning of results in the PSS subscales. 
This is a further limitation to the use of FAMIM at this stage of PSS development raising 
questions as to the validity of PSS.  It should be noted that to compare the total scores of 
FAMIM (EPDS) and PSS the ‘0’ in the first was changed to ‘1’ individual item score range 1-4 
and total score range 10-40. To accommodate this change, the item score range for PSS was 
changed to 2-5, total score range 34-85. 
 
Descriptive Statistics 
  Mean Std. Deviation N 
 PSS Score 38.9958 8.05449 50
FAMIM Score 40.5666 10.49299 50
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The null hypothesis, there 
is no correlation of PSS 
with FAMIM against the 
alternative hypothesis was 
tested using Pearson’s r  
Pdf = 0.01.  The null 
hypothesis was therefore 
rejected being below alpha 
= 0.025.   A ROC analysis 
of the PSS against FAMIM showed that PSS was marginally more sensitive and specific than 
FAMIM. See table 6.13 and figures 6.2, 6.3 and 6.4 for details 
   PSS Score FAMIM Score
Pearson 
Correlation 1 .367(**)
Sig. (1-tailed) . .004
PSS Score 
N 50 50
Pearson 
Correlation .367(**) 1
Sig. (1-tailed) .004 .
FAMIM Score 
N 50 50
Table 6.13 PSS and FAMIM score. 
** Correlation is significant at the 0.01 level (1-tailed). 
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Figure 6.3 PSS score 
 
 
In spite of the results shown in table 6.13 and figures 6.2 and 6.3 that there was 
a significant positive correlation between PSS and FAMIM and that PSS was 
marginally more sensitive and specific than FAMIM; these results may have 
been different had the reliability and validity of FAMIM been different from 
EPDS as discussed in section 6.9.  Although there is no guarantee that this 
would have been the case it still has to be acknowledged. 
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Figure 6.4 FAMIM Score 
 
 
 
6.12 ‘Questions about you and your family’ (DEMQ).  
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DEMQ (questionnaire appendix 5  6.12) was given to each respondent to complete to gain 
understanding of the respondent group, also to see whether it was effective in gathering the 
data required, before using it at stage F, the evaluation stage. Analysis was as outlined below. 
 
Section 1 about yourself, asked questions about the respondent.  
 
Question 1 ‘What is your gender’? This showed the majority of the 50 respondents were 
female (n=48) and only 2 male. As the respondent group was drawn from routine child health 
clinic attendees with their children, this was not surprising. In the researcher’s own and her 
colleagues’ experience, it was usually the mother who attended with her child. Interestingly, 
during the time that an evening child health clinic was held it was found that almost 50% of 
parents attending with their children either alone or with their partner were male. The reasons 
given were firstly that as both parents worked, the father brought the child to clinic while the 
mother prepared the evening meal, and secondly the father wanted to have the opportunity of 
finding out how his child was getting on.  
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children. This meant 2 parents had no children in the under-five years age group. All who had 
children in this age group had experienced being a parent at least once and 12 had experienced 
it twice. Two respondents did not answer this question (see appendix 5 table 6.12.b for details).  
In the over 5 years age group 14%  (n=7) had 1 child, 6% (n= 3) and 6% (n=3) had 2 children. 
No parent had 3 or 4 children in this age group but 2% (n=1) had 5 children. One respondent 
did not answer this question (see appendix 6.12c).  
 
Parents with children both under and over the age of 5 years. 
Parents with children both under and over the age of 5 years were 24% (n=12). Of these 10% 
(n=5) had 1 child in each group, 4% (n=2) had 1 child under 5 years and 2 over 5 years, 8% 
(n=4) had 2 children under 5 years and 1 child over 5 years (1 respondent had twins under 5 
years), and 2% (n=1) had 2 children under and over 5 years. In this group, 5 parents had 
experienced being a parent twice, 6 parents 3 times, and 1 had experienced it 4 times. Details 
of children born to parents under and over 5 years are given in appendix 5 table 6.12d.  
 
It should be noted that statistics for questions 5, 6, 7, 8, 9, 10 and 11 were taken from 
Neighbourhood Statistics April 2001. 
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Question 5 Ethnic background 
 
All respondents answered this question with four groups of ethnic origin being identified. The 
majority, 88%  (n=44) were of white British origin, followed by Asian 6% (n=3), Black Caribbean 
4% (n=2) and White Irish 2% (n=1). No respondent described his or her ethnic origin as ‘Other 
White’, ‘Black African’,’ Chinese’, ‘Mixed Other’ or ‘Other’ Background. The ethnic composition 
of Dudley as a whole indicated that just over 6% were non-white, compared with 12% in the 
respondent group. This meant non-white people were over represented in the respondent 
group, but similar to that in the West Midlands, just over 11%, and lower than England and 
Wales, nearly 9 %. Those of Asian ethnic origin of the non-white population in Dudley was just 
over 9%, compared with the West Midlands, just over 14% and England and Wales nearly 9%, 
meaning that the respondent group figures were lower than that for the West Midlands and 
England and Wales. The closest description in the neighbourhood statistics to Black Caribbean 
was Black or Black British Caribbean, with Dudley figures being nearly 1%, West Midlands and 
England and Wales just over 1%. The respondent group figure was higher than any of these at 
4%. Respondents from clinics where parents were likely to be of ethnic minority origin were 
included in order to gain a mix of ethnicity, which would not have occurred with random 
sampling. This was the likely explanation of their over representation in the sample group. See 
appendix 5 table 6.12e for details of respondent ethnic origin. 
 
 
Section 2 About your employment. 
 
Question 6 ‘Are you employed’? 
 
The majority, 66% (n=33) were employed (see details of the breakdown in appendix 5 - table 
6.12f). Those employed full time were 24% (n=12), employed part time 32% (n=16) and self-
employed 10% (n=5). The unemployed, 34% (n=17) were the largest group, followed by 
employed part time, employed full time and lastly self-employed. Data from Dudley Metropolitan 
Council 2005, indicated the percentage of females employed in the borough has remained fairly 
constant, 47%-49%, with those working full time and part time being 54% and 46% respectively. 
Comparison with the female respondent group indicated a higher percentage were employed 
full time than in Dudley as a whole, particularly if the self-employed were included, while those 
employed part time were lower than for Dudley as a whole. Unemployment rate in Dudley was 
given as just over 4%, compared with 36% in the respondent group that was significantly higher. 
This may have been due to inclusion of respondents in a clinic around the central Dudley area, 
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with a high level of unemployment and a higher level of those from ethnic minority groups than 
Dudley as a whole.  
 
Question 7.  ‘If you are employed please state what your job is’. 
 
Type of job was divided into 4 groups, with the unemployed and no response group forming a 
further 2 groups as detailed in appendix 5 table 6.12g. The data in this question did not equate 
exactly with question 6 where 66% of respondents said they were employed as opposed to 62% 
in this question. Of those employed, professionals 22% (n=11) including teachers, police and 
nurses formed the largest group. The next largest, the skilled 16% (n=8), included receptionists 
and meat processing while the next group, managerial 14% (n=7), included a sales manager 
and a senior export administrator. The semi skilled 10% (n=5) included shop assistant and 
assembler. In Dudley there has been a shift from manufacturing to service industries starting in 
the 1980s with a growth in managerial, administration, and professional occupations which is 
expected to continue (Neighbourhood Statistics 2001). 
 
Section 3 About your partner (if applicable) 
 
Question 8. ‘Please state your partner’s age’. 
 
The partners’ mean age (n=44) was just over 32 years; the minimum age was 21 years and the 
maximum  46 years. These figures were slightly above  that for  respondents  (see figure 6.5 for  
 
 
respondents’ ages, and appendix 5 - table 6.12h1 for details of partners’ ages and table 6.11h2 
for raw data for partners’ ages). There was no response from 6 respondents possibly because 
they did not have a current partner or that they did not answer the question. 
 
Question 9.  ‘Is your partner employed? 
 
Table 6.12i appendix 5 shows that majority of partners were employed, 88% (n=44). This was 
broken down to, employed full time 70% (n=35), employed part time 4% (n=2), and self-
employed 4% (n=2). The unemployed accounted for 10% (n=5). Some 6 respondents did not 
answer this question, the same number as in the previous question, so it is likely they did not 
have a partner due to the consistency of lack of response to both questions. In Dudley as a 
whole the employment rate for males between 1991 and 1998 remained constant at 51%-53%, 
with the rate for those in full time employment and part time employment being just over 90% 
and 9% respectively (Neighbourhood Statistics 2001). This meant the employment rate for 
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partners employed full time was slightly below that for Dudley as a whole, even taking into 
account those who were self employed, and also below that for Dudley employed part time. The 
unemployment rate, 11%, was higher than for Dudley as a whole - just over 6%. Again this may 
have been due to the inclusion of a clinic in a ward close to the centre of Dudley.  
 
Question 10.  Partner’s employment. 
 
Type of job was divided into 4 groups the same as for respondents in question 7, with the 
unemployed and no response group forming a further 2 groups. The number of employed, 70% 
(n=35), did not exactly equate with the response in question 9 of 88% (n=44) and was not 
accounted for in the no response in this question, just 1 more than in question 9, but the 
difference in unemployed was an increase of 3 in this question. Of those employed, the skilled 
formed the largest group 26% (n=13) which included a plumber, a builder and decorator, a 
fabricator and an engineer. This was followed by managerial 18% (n=9), which included a bank 
manager, IT manager, works manager and a director, closely followed by the professional group 
16% (n=8), which included a nurse, police, psychotherapist, journalist and an accountant. The 
semi skilled 10% (n=5) included a sales representative and a warehouseman. The shift in the 
type of both male and female employment in Dudley was explained in question 7 data 
discussion. See appendix 5 table 6.12j for details of partners’ type of employment. 
 
 
 
 
 
Section 4. About your property. 
 
Question 11. The home you live in. 
 
Just over two thirds, 68% (n=34) of respondents, lived in owner occupied accommodation, 
similar to Dudley as a whole, followed by 20% (n=10) living in rented housing. In Dudley 21% 
live in local authority housing, nearly 3% in Housing Association housing and almost 6% in 
privately rented accommodation, a total of nearly 30%, that is a higher rate than in the 
respondent group. This may be partly explained by the situation in the remaining groups, with 
6.0% (n=3) living with family or friends, and 2.0% (n=1) describing their living accommodation 
as, ’other’, while 2 respondents did not answer this question. (See appendix 5 -table 6.12k for 
details).   
 
 xxxvi
Question 12. ‘Who lives with you and your children’? 
 
The response rate for this question was the lowest 60.0% (n=30). Of those responding, 52.0% 
(n=26) said they lived with their partner, 4.0% (n=2), with ‘other’, 4.0% (n=2) with partner and 
‘other’. The nature of, ‘other’, was not identified. (See appendix 5 - table 6.12l for details).  
 
Question 13. ‘Do you live near someone who gives you support’? 
 
Of those responding 38.0% (n=19) identified family as giving support, followed by family and 
friends 26.0% (n=13), friends 6.0% (n=3), and lastly family and partner 2.0% (n=1). Some 28% 
(n=14) of respondents did not answer this question and gave no reason for this. They may have 
perceived it as being too intrusive or omitted it as it was at the end of the questionnaire (See 
appendix 5 table 6.12m for details).   
 
6.13 Discussion of the main points arising from analysis of the data obtained in, 
questions about you and your family and scales given to respondents at the concurrent 
validity stage of PSS scale development. 
 
Most respondents, 96.0%, were women and only 4.0% were men, supporting the researcher’s 
and colleagues’ observations that women in Dudley were more likely to attend a child health 
clinic with their child than their male partner or the child’s father.  Just over half respondents 
(n=26) and partners (n=27) were in 3 main age bands, 25-29 years, 30-34 years and 35-39 
years. This may have been because parents were delaying parenthood until their careers were 
established, with 52.0% of respondents and partners being in professional and managerial or 
skilled employment.  As parents were not asked the reason, this is surmise only. The age range  
for respondents and partners was similar, the teen years to the mid forties and 21 years to mid 
forties respectively. Parental age was important as it can affect their parenting experience and 
coping ability (Green 1999, Utting 1995, Finley 1998, Rappaport 2000).   
 
Employment status can affect people’s experiences as parents, which is why respondent and 
partner employment status were ascertained. Poverty and unemployment can leave parents 
with lack of time to give to a child (Hall, Hill and Elliman 1999). With 5 in the respondent and 
partner group being employed in semi skilled jobs, just over a third of respondents and 5 
partners being unemployed, it could leave their children vulnerable as parents struggle 
financially either in low paid jobs or by being dependent on benefits. In the respondent group, 
who were female, there were more in part time employment (n=16) than in the partner group 
who were male (n=2). In the respondent group, 12 were employed full time as opposed to 35 in 
the partner group and there was a no response of 7 in this group. It would appear therefore, the 
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majority of families were less likely to be dependent on benefits, but there was a higher rate of 
unemployment in respondents and their partners than Dudley as a whole, meaning they were 
likely to be less well off than the majority of Dudley families. A possible reason for this may also 
have been the higher rate of those from ethnic minority groups than in Dudley as a whole with 
the inclusion of respondents from a clinic close to the centre of Dudley, the majority of whom 
were unemployed.    
 
Respondent educational status was an important factor to establish, as parental education at 
the time of birth is a critically important factor in determining a child’s cognitive development and 
educational success (Roberts et al., 1999 and Bymer et al., 1999). In the questionnaire that of 
one parent only was established, nevertheless this was useful information to determine the 
likely impact of their educational attainment on their child. Nearly two thirds of respondents had 
attained GCSE level, with 30.0% having achieved a further or higher education level. 
Educational qualification was also reflected in respondents’ type of employment as previously 
discussed. The partner’s educational status was not asked for as each respondent may have 
had more than one partner and asking a question about the educational status of the current 
partner could have appeared intrusive.  
 
All respondents had experienced parenthood from single births in the under and over five year 
age groups. It was assumed those who had at least one child over the age of five years had 
experienced being a parent over a longer period of time. No question was asked whether they 
had experienced being a parent in another relationship. The question was also not asked 
whether the respondent was or was not the birth parent or if the child was adopted and if so at 
what age. There was a mix of respondents who had experienced being a parent with under 
fives, over fives and a mix of the two, which is likely to be reflected in the wider population.  
 
Respondent ethnicity broadly reflected the mix of the area, but non-white respondents were 
marginally over represented when compared with that in the area as a whole, although white 
British made up the majority of the respondent group. Had this not been so, the influence of 
ethnic minority status might have influenced the response to educational status differently. 
Santrock (2003) found ethnic minority parents tended to be less well educated, having lower 
paid employment impacting on their type of housing. They were more dependent on cultural and 
religious beliefs, depending on the length of time they had been resident in this country.  
 
The type of property respondents occupied together with their children, indicated just over two 
thirds lived in owner/occupied accommodation, which possibly reflected theirs and their 
partner’s employment status and ability to earn a salary sufficient to support a mortgage but this 
was lower than for Dudley as a whole. A fifth lived in rented accommodation, while only 4 lived 
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with family or friends or other. This may not reflect the accommodation status of the whole area. 
In times of relatively low unemployment children living in families in owner/occupied 
accommodation are likely to have fewer moves and to have a more stable environment than 
those living in other types of accommodation. Owner occupied property is less likely to result in 
poor housing conditions. There is an association between poor housing, including damp, 
overcrowding and structural defects, which have a direct adverse effect on the occupants’ 
health (Wolverhampton HIMP 2000-2003).  
 
Just over half of the respondents, said their partner lived with them, with a further 2 in each of 
the categories, other, or partner and other. As 20 respondents did not answer this question, it 
cannot be assumed that having their partner living with them was the norm for the majority of 
families, so information from this question is of limited value in understanding the respondent 
group. Who lives in the family is important. Although divorce or separation can affect children 
emotionally, if one parent rejects them, they may be safeguarded if they have a stable, 
affectionate relationship with the other. It is the style and pattern of parenting which is significant 
in a child’s life rather than the presence or absence of a parent (Rutter, Quinton and Liddle 
1983). Although 26 respondents said their partner lived with them and their children, this said 
nothing about the parents’ relationship with each other or if it was of value in the care of the 
children.  It only stated that there was another person in the household who could potentially be 
of help in child-care. This question had the lowest response rate for the reason given in 
question 12.  
 
In response to the question if they had anyone living near to them who gave support, just over a 
third of respondents cited family, followed by friends (13), friends and family (3) and family and 
partner  (1),  with 14 respondents not answering  this question.  From the response given, it was  
 
evident that two thirds of respondents did have a local source of support. The fact that these 
forms of support were acknowledged indicated that respondents felt they were of value.  
 
Overall the demographic data obtained through DEMQ gave an understanding of the sample 
group. It included a mix of age groups, educational and employment status and ethnicity. The 
sample included a mix of type of housing and support from partner or other sources. Although 
these issues are likely to be found in the wider population, they may not necessarily be in the 
same proportions. The response rate was high, 100% in many cases, and no respondent said 
they found the questionnaire difficult to complete. This had implications for its use in PSS 
evaluation in practice at the evaluation stage of the study. Had there been a problem with the 
concurrent validity stage of PSS development, demographic data from respondents at each of 
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the clinic bases would have been examined further, to see if responses from any particular base 
had an undue effect on this stage of tool development. 
 
6.14 Summary of chapter six. 
 
This chapter sought to explain why the two tools PSS and DEMQ were developed and their role 
within the study. The PSS developmental stages are described and the reason for their 
inclusion. Results showed the scale had face validity and internal consistency reliability, but 
caution has to be exercised in accepting the results for concurrent validity as explained in the 
discussion in section 6.9. External reliability was not attempted for the reasons given in section 
6.6. This highlights the difficulty on the one hand of endeavouring to fulfil academic 
requirements against the reality of the way people live their lives in the community.  
 
The concurrent validity stage posed a challenge in identifying a tool similar to PSS that was 
available to the researcher. FAMIM, with apparently the same reliability and validity as EPDS 
was identified as it met the required criteria more fully than other tools examined. Yet, in spite of 
the authors’ view that the reliability and validity of EPDS was not affected by the change of title 
to FAMIM and change in sub-titles but not the scale items, there is a possibility that this may 
have been the case. The possible issues concerning the changes are discussed in section 6.9. 
In retrospect, the researcher would have conducted a pilot study to examine the possible effect 
on the reliability and validity of these changes on the instrument. Examination of EPDS 
indicated that although it is regarded as a ‘gold standard’ tool and is widely used, it does in fact 
appear to contain subscales as discussed in section 6.9. The interpretation of scoring also 
appeared contradictory as discussed in the same section. This raises the question as to the 
quality of what are regarded as ‘gold standard’ tools. 
 
The reason for using DFEE (2000) in the development of PSS and DEMQ to lower the reading 
age to primary school level is discussed in section 6.4. It had implications for responder 
response rate and was supported by Lunts and Finlay (2000).  
 
Data from DEMQ indicated the respondent group reflected the diversity of the local population, 
although non-white respondents were marginally over represented. This reinforced the 
effectiveness of purposive sampling in achieving the required diverse respondent group 
representative of the local population involved. Data analysis results indicated PSS had internal 
consistency reliability, face validity but with a possible concern about concurrent validity as 
discussed in sections 6.9-6.11.  
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The next chapter describes the evaluation of the Parenting Skills Scale in practice together with 
the Schedule of Growing Skills ll at the evaluation stage of the second action research cycle.   
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAPTER SEVEN 
 
RESULTS AND FINDINGS. 
 
7.1 Introduction. 
 
The results of the first action research cycle show firstly, a link between parenting skills and 
young children’s developmental progress (see tables 6.10 and 6.11 relating to information 
regarding the variables. Secondly, they show that the older a child is, the greater the likely level 
of developmental delay when parenting skills fall below the level of just ‘good enough’. This 
chapter explains how these results have been used in the identification of the need to engage 
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parents in improving their parenting skills at as early a stage as possible, if parenting skills are 
not ‘good enough’.  
 
It shows the use of a tool with which to measure the outcome of teaching parenting skills both in 
the parent and the child. It utilizes what is meant by parenting skills (chapter two section 2.2), 
the ability to perform actions that have usually been acquired through training to achieve the 
required outcome. The required outcome is improved parenting skills in the parent and 
improved developmental progress in the child. This means that it is not sufficient to measure the 
outcome of teaching parenting skills in the parent alone, a measurement is also required to 
discover what effect improved parenting skills has had on the child. The link between parenting 
and the child’s developmental progress in all areas is shown in the conceptual framework 
(chapter one figure 1.2). 
  
7.2 Ethical considerations as they applied to cycle two.  
 
Ethical issues relating to betrayal, deception and respect, and the researcher’s duty of care  
toward all respondents involved in the study, was discussed in chapter four (section 4.8) relating 
to the first cycle. This was equally relevant to cycle two. Additionally, there was a duty of care 
towards future users following completion of the research project. It was important that all 
ethical considerations were taken into account in cycle two, to endeavour to produce not only a 
tool to measure parenting skills that was reliable and valid, but also ethically acceptable. If this 
were not so it could raise doubts as to the reliability and validity of the tool and its future use. 
PSS had face validity and reliability but some caution has to be exercised regarding concurrent 
validity as previously discussed in chapter six (section 6.9) The material in relation to the SOGS 
ll tool to measure developmental progress in the child, had previously been examined 
concerning its reliability and validity as discussed in chapter four (section 4.11). 
 
Specific issues in cycle two were that written consent was obtained from parent respondents in 
the development of the PSS tool and at the evaluation stage of the second cycle, for inclusion of 
themselves and their young children in the study. Sections 7.7 and 7.11 contain details of 
parents, together with their children, who were involved in the study and how they were 
selected. Their right to withdraw at any time without prejudice was noted and emphasised in the 
information sheet given to parents. A table of respondents in cycle 2 indicating when, whom and 
where they were involved is given is now given.  
 
Stage. When 
carried 
out. 
Respondents constituting group in each stage of 
cycle two. 
Key to group of respondents in 
each stage of cycle two.  
A 2001 Health visitor community practice teachers 
n=5 
 
Health visitor base colleagues n=3. 
Sa=health visitor community    
      practice teachers. 
Sb=health visitor base  
      colleagues. 
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B 2001 Primary Care NHS Trust health visitors n=40. T= Primary Care NHS Trust   
     health visitors 
E 
Ea (face 
validity of 
PSS tool). 
 
2001 
 
Parents of 0-5 year old children in Dudley 
n=15. 
 
Primary Care NHS Trust health visitors who 
were parents themselves with a mix of 
ethnicity n=5. (total number of respondents 
=20 as noted in abstract paragraph 5 lines 5-
6).  
Ua=parents of 0-5 year old 
      Children in Dudley. 
Ub=Primary Care NHS Trust  
       health visitors 
themselves  
       with a mix of ethnicity. 
Ea (first 
reliability 
of PSS 
tool). 
2001 Parents of 0-5 year old children in Dudley 
n=100. 
V=parents of 0-5 year old  
     children in Dudley. 
Ea (second 
reliability 
of PSS 
tool). 
2001 Parents of 0-5 year old children in Dudley 
n=100 as noted in abstract paragraph 5 lines 
5-6). 
(Different cohort from first reliability). 
W=parents of 0-5 year old  
     children in Dudley 
(different  
     cohort from first 
reliability). 
Ea 
(concurren
t validity of 
PSS tool). 
2004 Parents of 0-5 children in Dudley n=50 as 
noted in abstract paragraph 5 lines 5-6). 
(Different cohort from first and second 
reliability).  
X= parents of 0-5 children in   
     Dudley. (Different cohort  
     from first and second  
     reliability). 
Eb 
(evaluation 
using PSS, 
DEMQ with 
parents 
and SOGS 
ll with 
children)  
2005 5 groups of parents in Dudley being taught 
parenting skills. (Separate cohort from 
reliability and validity stages). 
Group 1 n=3, Group 2 n=5, Group 3 n=3, Group 
4 n=5, Group 5 n=8 - Total =24. 
 
 
 
Children aged 0-5 years in the study of 
parents attending groups. 
Group 1c n=3, Group 2c n=5, Group 3c n=3, 
Group 4c n=5, Group 5c n=9 (included 1 set of 
twins) – Total =25. 
 
Age of children at phase 1: 
2-3 months n=6, 4-4½ months n=7, 5-7½ 
months n=4,  
15-24 months n=7 (included 1 set of twins), 48 
months n=1 – Total=25. 
 
100  0-5 year old children living in Dudley. 
 
 
 
National Profile SOGS ll score. 
 
 
Health visitor involved with each group n=5. 
 
(Respondents in stage Eb are noted in the 
abstract paragraph 5 lines 7-9). 
Group1,group2,group3, 
Group4,group5 - 5 groups of 
parents in Dudley being 
taught parenting skills. 
(Separate cohort from 
reliability and validity stages). 
 
 
Group1c,group2c, 
Group3c,group4c, 
Group5c- Children aged 0-5 
years in the study of parents 
attending groups. 
 
 
 
 
 
 
 
Comparison group 1-100  
 0-5 year old children living in 
Dudley. 
 
Comparison group 2- National 
Profile SOGS ll score. 
 
HV 1, HV2, HV,3, HV4, HV5- 
Health visitor involved with 
each group. 
Table 7.1 showing when, whom and where respondents were involved in the second action research 
cycle (the same as table 4.3 chapter four).  
 
Direct consent from young children was not obtained, as their cognitive skills were not 
sufficiently developed to understand the meaning of informed consent. Ethically this was 
deemed sufficient as inclusion in the study was non intrusive, The Schedule of Growing Skills ll 
(SOGS ll) results were anonymised, as were the questionnaire ‘Questions about you and your 
family’ (DEMQ) and PSS forms completed by parents. No consent was obtained for the use of 
SOGS ll results for the comparison group for the same reason as in the first cycle.  See 
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appendix 6 - 7.2, 7.2a and 7.2b respectively for the information sheet for parents, the consent 
form and the PSS, and appendix 5 - 6.12 for DEMQ.  
 
The mothers were recruited one month prior to the commencement of the parenting skills 
training course. This respondent group was a separate cohort from those in previous phases of 
the study. The month and year when respondent mothers were recruited, and received 
parenting skills training for 8 weeks was as follows: 
 
Group 1 – recruited in March 2005, and received training in April/May 2005.   
Group 2 – recruited in April 2005, and received training in May/June 2005. 
Group 3 – recruited in August 2005, and received training in September/October 2005. 
Group 4 – recruited in September 2005, and received training in October/November 2005. 
Group 5 – recruited in September 2005, and received training in October/November 2005. 
 
The respondent mothers were assessed using the PSS tool during the week the course 
commenced and during the week when the course ended. Respondent children were assessed 
using SOGS ll at the same times. Stage Eb in table 7.1 denoted respondent mothers and 
children involved at this stage of the study. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7.3 The evaluation of the use of PSS, in conjunction with SOGS ll, in measuring the 
outcome of teaching parenting skills for parents and their young child’s developmental 
progress.  
 
                                                                        
                                                                                                        Third cycle 
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Stage A 
Identification of the problem. 
                                                                                                           
                                                                                                                
 
Stage B 
Discussion and negotiation 
with interested parties. 
                                                                                                                            Stage G 
                                                                                                                            Interpret the data. 
 
 
 
Stage C 
Review the literature                                                                                                                .          
                                                                                                                    Stage F  
                                                                                                                    Evaluation procedures. 
 
                                            
Stage D 
Redefinition of the problem.                                                                                                                           
                                                                                                           
                                                                                                                    Eb  Collect the data 
                               
                                
Stage E 
Conduct the research. 
Ea  Development of the tools to  
use for data collection together with SOGS ll 
  
Figure 7.1 Stages in the second Action Research Cycle as identified by Cohen and 
Manion (1994) incorporating Lewin’s (1947) cyclical approach.  
 
7.4 Stage A (second cycle) Identification of the problem. 
 
The findings of the first action research cycle were discussed with community practice teacher 
colleagues (n=5) and health visitors (n=3), (respondent groups Sa and Sb respectively, table 
7.1) in the researcher’s clinic base. The purpose was to gain an understanding from both the 
practice teaching perspective as well as from health visitors working in the field. SOGS ll had 
now been well established in health visiting practice and was generally viewed as beneficial to 
the service. Both groups felt it would be beneficial to explore further the link between parenting 
skills and  young children’s developmental  progress for two reasons. The first was to develop a  
tool to use in conjunction with SOGS ll, which could be used in practice to measure health 
visitor effectiveness in work with parents and young children, and secondly as a means of 
establishing evidence based practice.   
 
In this study, three of the four research questions (chapter one section 1.1 page 10) still needed 
to be answered. 
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2. Does teaching parenting skills to parents of young children improve parenting  
    skills? 
3. Does the practical application of improved parenting skills improve the developmental 
    progress of  young children?  
4. What is it in the impact of inadequate parenting skills on the child that enables one child 
    to cope while another does not?  
 
In answering question 2, the method employed was that of comparing quantitative data of a 
child’s developmental screening results before and after the parent had undertaken a parenting 
skills programme, and comparing these with screening results of children in the local population 
whose parents were not being taught parenting skills and the National Profile SOGS ll score 
(comparison group 1 and 2 respectively). It was not known if parents in the second comparison 
group had undertaken parenting skills training, but the likelihood is that some may have done. 
This variable has to be acknowledged as well as the lack of knowledge as to its impact on the 
group in respect of its value as a comparison group. None in comparison group 1 were known 
to have undertaken parenting skills training.  
 
There was no certainty that the fourth question could be answered from data provided in this 
study. In an attempt to do so, demographic data obtained from DEMQ, concerning the 
respondent parents and their children in the study was scrutinized. Additionally, responses from 
health visitors involved in the study groups were asked this question at the end of the study 
period.  
 
Three tools were required to complete the tasks in the second cycle. The first, SOGS ll 
(described in chapter four section 4.10) to measure children’s developmental progress, had 
been introduced into health visiting practice in the first cycle. The second was PSS, to measure 
parent’s beliefs about their parenting abilities, (development as described in chapter six sections 
6.2–6.11). The third tool was DEMQ (described in chapter six section 6.1) to obtain 
demographic data about the respondent parents and their children. 
 
 
 
 
Summary of stage A (second cycle). 
 
The finding in the first cycle of action research, the link between parenting skills and children’s 
developmental progress was used.  The type of data required to be collected to answer the 
research questions 2, 3 and 4 was identified, together with the tools with which to do so. The 
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inadequacies in the methods chosen were acknowledged, which had possible implications for 
the inferences that may have been drawn from the results. 
 
7.5 Stage B (second cycle) Discussion and negotiation with interested parties.  
 
A summary of the findings of the first action research cycle was presented during a health visitor 
meeting (n=32) – respondent group T table 7.1, following which health visitor attendees were 
asked two questions. The first was, are you interested in having a tool with which you could 
measure the outcome of your work, in conjunction with SOGS, with parents and young 
children? All answered positively. On reflection, this question would have been worded 
differently so that it did not appear to be a leading question. The second question was, why do 
you think that development of a tool to measure parenting skills to use in conjunction with 
SOGS is appropriate? Responses were, “it would give credibility to our work in the form of 
evidence based practice,”  “show what we do,” “ help the child and parent.” No record was kept 
of the numbers giving each response but the researcher recorded the response to each 
question manually on a flip chart. Analysis was that of descriptive statistics. Responses were 
similar to that of the community practice teachers and the researcher’s health visitor colleagues.  
(See table 7.2 for summary of this stage).  
 
Action 
Stage Who What 
Why How analysed 
Result 
Stage B Health visitor 
colleagues 
(n=3) 
Health visitor 
community 
practice 
teachers 
(n=5) 
Trust health 
visitors 
(n=32). 
Discussion of 
results of the 
first cycle. 
Consideration for 
developing a tool 
to use with 
parents, in 
conjunction with 
SOGS, to measure 
the effect on 
children’s 
developmental 
progress of 
teaching parents 
parenting skills. 
Analysis of 
discussion using 
descriptive 
statistics. 
Interpretation of 
findings. 
Informed the 
debate around 
formulation of 
the proposed 
tool. 
Table 7.2 Summary of data collection for stage B of Action Research.   
 
Non-attendees were not followed up by questionnaire or telephone contact, but by including  
health visitor community  practice teachers  (n=5) – respondent group Sa, and  the researcher’s  
health visitor colleagues (n=3) –respondent group Sb, 75% (n=40), the majority of the health 
visitors in the Primary Care NHS Trust were in agreement with developing the proposed tool. 
However, it cannot be assumed that the non-attendees’ response would have been the same as 
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attendees. The qualitative data obtained did, however, give an understanding of why most 
health visitors believed the tool would be beneficial to practice.  
 
7.6 Stage C (second cycle) Review of the literature. 
 
The purpose was to consider literature regarding parenting, and secondly were there any similar 
studies that evaluated the outcome of teaching parenting skills in respect of both the parent and 
the child. The literature, as discussed in chapters one, two and three (sections shown in figure 
4.1 chapter four) indicated that parenting was an important issue and could affect children’s 
developmental progress. It also showed a lack of emphasis on evaluation in terms of the 
outcome for the child (Community Practitioner 2005, Laurent 1999). Chapter four dealt with the 
literature relating to SOGS l and ll a tool to measure children’s developmental progress 
identified as suitable to use as a measurement tool in this study. No tool was identified to 
evaluate parenting skills of parents with children aged 0-5 years in terms of their beliefs about 
their parenting skills, to use in conjunction with SOGS ll with the child.  It was therefore decided 
to develop a tool. An extension of the literature search identified the stages of tool development 
used (described in chapter six sections 6.2-6.11) in developing the Parenting Skills Scale (PSS) 
to measure parenting skills. 
 
Summary of stage C. 
The review of the literature clearly identified a link between parenting skills and 
children’s developmental progress (Hall and Elliman 2003, Grantham-McGregor et al., 
1999, Illingworth 1987) and the adverse effect of inadequate parenting for the child 
(Hodgins, Kratzer and McNeil 2001, Hoghughi and Speight 1998). It showed a lack of 
focus on evaluating the outcome for the child of teaching their parents parenting skills 
(Community Practitioner 2005, Laurent 1999), which provided the rationale for this part of 
the study. Chapter six dealt with the rationale for using SOGS ll to measure young 
children’s developmental progress and development of PSS to measure parents’ beliefs 
concerning their parenting skills.  
 
7.7 Stage D (second cycle) Redefinition of the problem.  
 
The second cycle, as in the first, was concerned with bringing about change in working practice. 
The link between parenting skills and young children’s developmental progress identified in the 
first cycle appeared to depend on the level of parenting abilities to meet their children’s needs. 
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If change is to be effected, it is important to maintain continuing contact with field staff, to 
ensure that they participate in the change process, as previously discussed in chapter four. The 
researcher discussed the stages of the second cycle with health visitors at the five sites used at 
the evaluation stage before its commencement. This coincided with a local decision to focus 
health visiting intervention where it was most needed, Health Visitor Steering Group (Dudley 
South Primary Care Trust 2005), in line with Hall and Elliman (2003).  
 
Using the action research design as an overarching framework, a quasi-experimental evaluation 
before-after design type 3 (Øvretveit 1998), was identified to use in the second cycle of the 
study. Lewin (1947) had argued that action research was not appropriate for experimental 
conditioning, but O’Brien (1998) saw the purpose of action research as studying a system in 
order to bring about change. The purpose of the second cycle in this study was to bring about 
change in a system. Different approaches to data collection were used in the first cycle as 
previously indicated, and the same approach was taken in the second cycle. An overarching 
framework gave cohesion to the study, linking the two cycles.  
 
Evaluation was concerned with both the child’s developmental status and the parents’ beliefs 
about their parenting skills both before and after the intervention, the parenting skills 
programme. Topics included in the parenting skills programme were feeding, all aspects of child 
development, the importance of play and socialisation, immunisation and safety in the home. 
The programme lasted for eight weeks. The professional(s) involved with each group decided 
how much time to devote to each topic. 
 
A comparison group for children was identified (comparison group 1). These were 100  0-5 year 
old children comprising  50 each of boys and girls drawn from health visitor caseloads across 
the borough. Criteria for inclusion were 3 routine screenings with SOGS ll born at full term, and 
no known developmental or medical problems. No comparison group was identified for parents. 
Children assessed matched parents in each of the groups. This was a purposive sample of 
convenience in each of the five groups. Parent respondent groups were group 1 n=3, group 2 
n=5, group 3 n=3, group 4 n=5, and group 5 n=8. Children matching the parents in each of the 
five groups were group 1c n=3, group 2c n=5, group 3c n=3, group 4c n=5 and group 5c n=9 
(one mother had twins in this group). Data analysis was limited to descriptive statistics that 
described the sample. A purposive approach was taken to sampling in order to include parents 
undertaking parenting skills training. There was the risk of bias as the sample may not have 
been representative of the population from which it was drawn, but again, not all parents may 
have, or perceive the need to attend parenting training sessions. The comparison group was 
also a sample of convenience drawn from health visitor caseloads from different parts of the 
borough in order to reflect as far as possible the variations in social class, ethnicity, education 
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and experience, for example attendance at self help groups and mother and toddler groups, 
variables that were likely to be included in the treatment groups. 
 
The before-after approach considered what difference the intervention, teaching of parenting 
skills to parents of young children, made to the target group, which were both young children 
whose parents were being taught parenting skills, and their parents. Appropriate measuring 
tools had already been identified as detailed in chapter six. The term phase 1 and 2 was used 
instead of time to identify work done in this part of the study before and after parents were 
taught parenting skills. The reason for this was because children were of different ages as were 
parents.  
 
Summary of stage D.  
An appropriate research design for this stage of the study under the overarching framework of 
the action research design was identified in seeking to find answers to the questions raised in 
the first part of the study. This was a quasi-experimental evaluation of before-after type 3 
design. Data collection points, a comparison group of young children, and appropriate 
measuring instruments for measuring young children’s developmental progress and parents’ 
beliefs about their parenting skills were identified.  
 
On reflection, a different approach could have been taken by identifying a comparison group of 
parents who had not attended parenting skills training and using their children as a comparison 
group for the children in the study. A possible problem of this approach may have been in 
recruiting parents for the comparison group as they may have felt they were being criticised for 
not attending parenting skills training or have felt pressurised to attend in the future. It could, 
however, have provided useful data if parents and children had been tested using the study 
tools, PSS and SOGS ll at the same two points before the start of the study and at the end, that 
is with an interval of eight weeks between the two measures but without the comparison group 
parents being exposed to parenting skills training. This problem was partly overcome by asking 
health visitors involved in the study groups their observations regarding child developmental 
progress of study children compared with those whose parents had not had parenting skills 
training. 
 
7.8 Stage E (second cycle)  Conduct the research 
 
Stage Ea The development of the tools used for data collection together with SOGS ll.  
The development of PSS, including reliability and validity stages of scale development, and 
DEMQ, was fully described in chapter six.  
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 7.9 Stage Eb Collect the data. 
 
As discussed in section 7.7 (stage D), five sites were identified teaching parenting skills to 
parents of young children where staff were interested in participating in this part of the research 
and reflected the diversity of the population in the borough.  A purposive sample of convenience 
was chosen for the reason given in section 7.7. This part of the research was discussed with 
staff, with materials shown them and their use demonstrated. The researcher explained that on 
completion of the study a leaflet would be devised to inform parents of the results of the study.  
 
Work prior to commencement of a group involved explaining to respondents what the project 
was about, giving them an information leaflet, then obtaining written consent to their own and 
their child’s inclusion in the project, with the right to withdraw at any stage without prejudice if 
they chose. Before the course started the child had to have a screening of their development 
using SOGS ll, and the parent was required to complete two tools, PSS and a demographic 
questionnaire (DEMQ). The reason for the DEMQ was to gain a general understanding of the 
characteristics of the respondent group. Following completion of the course, the child would 
have a second screening of their development using SOGS ll and the parent would be required 
to complete a second copy of PSS. All SOGS ll profiles for the child and completed tools from 
parents were anonymised to prevent identification of anyone in the project.  
 
It has to be acknowledged that there was lack of control of variables in each child and parent’s 
life or sudden change in the study period, for example a child receiving additional care from a 
grandparent. Results from DEMQ (section 7.12) showed that most parents in the study were 
receiving support and results from DEMQ as a whole gave an understanding of the study group 
identifying commonalities. There was, however, no mechanism for identifying major differences 
in each child and parent’s life, but it has to be acknowledged that these existed and is a 
weakness in the methodology. Health visitors involved with each group were relied upon to 
report any perceived significant change in study children and parents’ lives if they became 
aware of them. 
 
An informal telephone interview was conducted with a health visitor from each of the groups 
involved with the teaching parenting skills programme (n=5) available at the time (purposive 
sample of convenience). Each emphasised that views expressed did reflect that of other 
colleagues (n=2 in each group) involved as they had discussed their observations with them. 
They were asked their views as to the three research questions, detailed in section 7.4 and any 
other comments that they had. In essence, this was the view of 15 health visitors, that is, all 
those involved in the 5 study groups. 
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Summary of  stage Eb. 
 
This stage involved identification of sites across Dudley that reflected the diversity of the 
Borough population, where parenting skills were being taught to parents of young children. It 
involved explaining to staff the nature and purpose of the study, the paperwork involved and 
how and when to use it, and that a leaflet would be produced following completion of the study 
to provide feedback to parents (see table 7.3). 
 
Stage 
Who Why 
What 
Stage Eb Children whose 
parents were 
being taught 
parenting skills.   
To ascertain their 
developmental status. 
SOGS ll phase 1 and phase 2 
Stage Eb Parents of the 
above children 
being taught 
parenting skills. 
To ascertain their beliefs 
about their parenting 
abilities. 
Phase 1 - 
PSS and QDEM. Phase 2 – 
PSS. 
Stage Eb Comparison 
group children. 
To provide a comparison  
group with the 
development of children 
whose parents were not 
being taught parenting 
skills. 
SOGS ll results from routine 
screening.  
Stage Eb Health visitor 
involved with 
each group. 
To find out their views of 
the outcome of teaching 
parenting skills to parents 
of young children for the 
child and the parent. 
Telephone informal interview 
following data collection at 
phase 2. 
Table 7.3   Summary of data collected for Action Research stage Eb.  
 
7.10 Stage F (second cycle) Data analysis. 
Both quantitative and qualitative data were collected. Quantitative data were from the SOGS ll 
results of children’s developmental progress and compared with the National Profile SOGS ll 
score of SOGS ll (comparison group 2), and from PSS results to measure parents’ beliefs about 
their parenting abilities. Qualitative and quantitative data were obtained from DEMQ for parents 
and from interviews with health visitors involved with the groups being taught parenting skills. 
The type of analysis from PSS data were paired sample t-test using the SPSS package.  This 
type of test is used to measure the significance of differences between means between groups. 
Descriptive statistics were used to analyse data from the interviews with health visitors at stage 
F. Data analysis sought to answer the three research questions in section 7.4. Comparison 
group 1 was not used as there were no respondent children in the 3 routine screening age 
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bands apart from 4 children at phase 2. This number was deemed too small to obtain an 
accurate statistical result. 
 
 
Summary of  stage F. 
 
Table 7.4 summarises the data collection for stage F. 
 
Action 
stage 
Who Why What How 
analysed 
Result 
Stage F Children 
(n=25) of 
parents being 
taught 
parenting 
skills 
To evaluate their 
developmental 
status pre and 
post a parenting 
skills programme 
for their parents. 
Developmental 
status at phase 1 
and phase 2. 
Comparison 
with 
National 
Profile 
SOGS 
score. 
Improved rate of 
developmental 
progress see 
tables 7.6, 7.7, 
7.8 and 7.9. 
Stage F Parents 
(n=24) of the 
above 
children being 
taught 
parenting 
skills. 
To evaluate self 
beliefs about 
their parenting 
abilities pre and 
post  engaging in 
a parenting skills 
programme. 
Self beliefs about 
their parenting 
abilities at 
phase1 and 
phase 2. 
Paired 
sample T- 
test. 
Significant 
difference 
between phase 1 
and 2. See 
section 7.13 
Stage F One Health 
visitor (n=5) 
involved with 
each group. 
To gain an 
understanding of 
health visitors’ 
observations as 
to the outcome 
for the child and 
parent of 
teaching 
parenting skills to 
the parent. 
Developmental 
status of each 
child and 
parenting abilities 
of each parent in 
their respective 
group. 
Descriptive 
statistics. 
In most cases 
there was an 
observed 
improvement in 
the outcome for 
the child, and 
parents 
appeared to 
have a better 
understanding of 
what their child 
needed from 
them to promote 
development. 
Table 7.4 Summary of data collected for stage F Action Research.  
 
7.11 Profile of parent groups taking part in the evaluation stage of the study. 
 
All were voluntary respondents from the Dudley area in the different groups. The first, 
respondent group 1(n=3), consisted of parents with professional jobs. Respondent groups 2 
(n=5) and 3 (n=3) were from the same clinic base and respondents were from a mix of those 
with managerial and skilled employment. One group was held in the spring and the second in 
the autumn. The fourth, respondent group 4 (n=5), consisted of those with semi skilled jobs or 
no employment and in the fifth, respondent group 5 (n=8), all respondents were unemployed.  
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The last two respondent groups included respondents from ethnic minority backgrounds. All 
were said to be enthusiastic about the course they were attending. Respondents in the fifth 
group attended four half days a week paying for child-care themselves with a child minder or at 
a nursery from benefits, as child-care was not included for the course. The variable influencing 
the children in this group was one of parental choice. The influence of this variable on the 
children’s development was not known. It was the only one where parents and children were 
separated and was run by a teacher.  
 
Health visitors led the others apart from the fourth group run by a nursery nurse with oversight 
and some input from the health visitor. It has to be acknowledged that the differences in groups 
4 and 5, as described, might be expected to have an impact on both parents and children, but 
this was not tested. Health visitors (section 7.15) when asked for ‘any other comments’ made 
none, although they had the opportunity to do so. The difficulty in asking a direct question could 
have led to the supposition that a difference should have been observed, but alternatively not 
asking the question could have resulted in valuable observations being missed. This was a 
possible flaw in this stage of the research.  
 
A particular issue was the small number of parents (n=24) from all groups, as previously 
discussed in chapter four (section 4.2). The sample did include groups from across the borough, 
in an attempt to reflect the diversity of the local population, but it could not be said to be totally 
representative of the population being targeted, parents of young children (see results of DEMQ 
in section 7.12). This meant that although statistical analysis was carried out, no meaningful 
conclusions could be drawn from it for the wider population. 
 
7.12 Analysis of results from DEMQ. 
The purpose of the questionnaire was to obtain an understanding of the respondent group. Data 
analysis was that of descriptive statistics. It is presented first, as it gives an understanding of the 
respondents in the study. 
 
Question 1 ’What is your gender.’  All respondents 100% (n=24) were female. This may have 
reflected the time of day when groups were held; meaning employed partners were mainly 
unable to attend. According to health visitors involved in the groups this is a usual phenomenon. 
It does raise the question as to how men could be encouraged to become involved in parenting 
groups. A number of respondents gave no partner information possibly because the relationship 
had broken down or was of a casual nature, but the reason for this was not asked.   
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Question 2 ‘What is your age?’ 
The minimum respondent 
age of was 20 years and 
the maximum 41 years, 
with a mean of 30 years. 
There was an even 
distribution of those above 
and below the mean age 
(details in figure 7.2 and 
appendix 6 table 7.12a). 
 
age in years
40.037.535.032.530.027.525.022.520.0
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Std. Dev = 5.57  
Mean = 30.7
N = 24.00
 
Figure 7.2 age in years of respondents. 
 
 
 
 
 
 
 
 
 
 
Question 3  Educational attainment.  
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 Respondents answering 
this question were 88% 
(n=21) while 12% (n=3) did 
not. Most had some form of 
educational attainment with 
the highest attainment 
being degree level that 
20% (n=5) had achieved. 
‘Other’ was NVQ with  
16%% (n=4) achieving this. 
41% (n=10) had achieved 
GCSE, 4% (n=1) A Level, 
and HND 4% (n=1). See 
figure 7.3 and appendix 6 
table 7.12b. for details. No 
question was asked as to 
the gap between previous 
learning and joining the 
group. This may have had 
an effect on those who had no experience of learning either formally or informally for a number 
of years. Educational status can affect parenting skills, as discussed in chapter six (section 
6.12), but most had left school with an educational qualification, apart from those in group 5. It 
appeared that they valued learning due to their attendance at the group sessions in spite of lack 
of educational qualifications. 
 
No response
Other
Degree
HND
A Level
GCSE
 
Figure 7.3 indicating respondent educational attainment. 
 
 
Question 4  ‘How many children do you have?’ 
The purpose of the question was to ascertain the number of times respondents had 
experienced being a parent.  
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Children under five years
2 children from sing
1 child from single
0
 
Figure 7.4 Question 4a parents with children under 5 years from single birth. 
(In figure 7.4, 2 children from sing = 2 children from single birth).  
 
Most parents had experienced being a parent of a child in this age group once from a single 
birth 87% (n=21), 8% (n=2) had twice and 4% (n=1) had not (details in figure 7.4 and appendix 
6 table 7.12c). Those who had children from a single birth over 5 years had had this experience 
previously. 
 
Children under five years from multiple births
2
0
 
Figure 7.5 Question 4b parents with children under 5 years from multiple births. 
 
Most respondents had no experience of having children from multiple births under the age of 5 
years apart from 4% (n=1) who had experienced parenthood twice from a single birth having 
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had twins (see figure 7.5 and appendix 6 table 7.12d).  No question was asked as to how this 
appeared to differ from family or friends’ experience who had only had single births. 
 
Children over five years
3 children from sing
2 children from sing
1 child from single
0
 
Figure 7.6 Question 4c parents with children over 5 years from single birth. 
(In figure 7.6  3 and 2 children from sing = 3 and 2 children from single birth). 
 
The majority 66% (n=16) had no experience of parenting children in this age group alone. 
However, 20% (n=5) had had the experience once, 8% (n=2) twice and 4% (n=1) 3 times in this 
age group (see figure 7.6 and appendix 6 table 7.12e).  
Question 4d No respondent had experienced parenthood from a multiple birth in the children 
over 5 years age group (detailed in appendix 6 table 7.12f). 
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children under and over five years
1 child under and 3
2 children under and
1 child under and 2
2 children under and
1 child under and 1
no children under an
 
Figure 7.7   Question 4e.  Parents with children under and over 5 years. 
(In figure 7.7 no child under an = no child under and over 5 years). 
 
Parents having experience of parenthood with children under and over the age of 5 years were 
33% (n=8). Of these 3 had 1 child in each age group, 1 had two in each, 1 had 1 child under 5 
years and 2 over, 2 had 2 children under 5 years and 1 over and 1 had I child under 5 years and 
3 children over 5 years (details in figure 7.7 and appendix 6 tables 7.12f and 7.12g). No 
question was asked as to whether children were adopted. 
 
Statistics for questions 5,6,7,8,9,10 and 11 were taken from Neighbourhood Statistics 
April 2001. 
 
 
 
 
 
 
 
 
 
 
 
Question 5  Ethnic background. 
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Most respondents 79% 
(n=19) were of white British 
background, while 12% (n=3) 
were of Asian origin, other 
white background 4% (n=1), 
and other 4% (n=1) 
described their ethnic 
background as Eurasian (see 
figure 7.7 and appendix 6 
table 7.12h for details). This 
meant non-white people were 
over represented in the 
respondent group when 
compared with the Dudley 
population as a whole, the 
West Midlands and England 
and Wales (see chapter six 
section 6.12 question 5 for details). This may have been due to inclusion of the fifth group 
drawn from an area of Dudley that had a high Asian population. Willingness to attend a 
parenting group outside their immediate cultural background was a departure from the 
traditional model.  
 
Other - please state
Asian
Other White backgrou
White British
 
Figure 7.8 Ethnic background. 
 
Question 6 ‘Are you employed?’    
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Figure 7.9 and appendix 6 
table 7.12i showed that just 
over half of respondents 
58% (n=14) were 
employed and just under 
half were unemployed 41% 
(n=10) and dependent on 
benefits. When considering 
respondent parents in 
respondent group Ye, all 
were unemployed and 
most without partner 
support, it showed how 
keen they were to attend a  
 
parenting group when they 
had to pay for child-care 
during the course. Employment status and its effect on parenting were fully discussed in chapter 
six (section 6.12). With a high unemployment rate amongst respondents issues of low income 
were particularly relevant to respondent group Ye.  
Employment status
Unemployed
Self employed
Part time
Full time
 
Figure 7.9 Respondent employment status. 
 
Question 7  ‘ If you are employed please state what your job is’. 
Chapter six section 6.12 
question 7 explained how 
jobs were categorised. 
Nearly half of 
respondents were 
unemployed, but of those 
who were, the highest 
group was professional 
25% (n=6), including 
nursing, followed by 
manager including 
department manger 16% 
(n=4) and skilled 
employment 12% (n=3), 
(detailed in figure 7.10 
 
Type of employment
No response
Unemployed
Skilled
Manager
Professional
 
Figure 7.10 Respondent type of employment.   
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and appendix 6 table 7.12j). The unemployment rate in the respondent group was higher 
than for the borough as a whole; see chapter six section 6.12 question 6 for details. The 
reason may have been due to inclusion of respondent groups from areas in the Borough 
that had a high unemployment rate.   
 
 
 
 
 
 
 
 
 
 
 
 
 
Question 8  ‘ Please state you partner’s  age. 
The minimum age was 27 
years and the maximum 44 
years with a mean of 34 years 
(details in figure 7.11 and 
appendix 6 table 7.12k). There 
was a slightly higher number 
below the mean than above. 
Partners were mainly slightly 
older than respondents (see 
figure 7.2 and appendix 6 
table 7.12a). Data were 
missing from the fifth group. 
The reason was not asked, 
but information from the 
health visitor revealed the 
majority were unsupported parents. 
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Figure 7. 11 Partner’s age. 
 
 
Question 9  Partner’s employment status.  
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Respondents who 
answered this question 
stated that their partner 
was employed 71% (n=17) 
or unemployed 9% (n=2) as 
shown in figure 7.12 and 
appendix 6 table 7.12l. 
Nothing was known 
concerning partner 
employment status of non-
responders, but it may be 
connected with health 
visitor comments in 
question 8. The rate for 
male employment in 
Dudley was lower than that 
in the partner group; see chapter six section 6.12 question 9 for details.  
 
Partner's employment status
Missing
Unemployed
Self employed
Full time
 
Figure 7.12 Partner’s employment status.  
 
 
Question 10 Partner’s type of employment.  
The main group was 
skilled including 
bricklayer 29% (n-7,) then 
semi skilled including 
factory worker 12% (n=3). 
The professional group 
included an engineer, 
managers and shop 
managers 8% (n=8%)  
(details in figure 7.13 and 
appendix 6 table 7.12m). 
There was a higher rate 
of employment among 
partners than 
respondents. See 
discussion in chapter six 
 
Partner's type of employment
Missing
No response
Unemployed
Semi skilled
Skilled
Manager
Professional
 
Figure 7.13 Partner’s type of employment. 
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section 6.12 question 6 concerning respondent employment. The unemployed accounted 
for 8% (n=2) but as previously stated in question 9 nothing was known concerning the 
employment status of 20% (n=5).   
 
Question 11 The home you live in. 
 As shown in figure 7.14 
and appendix 6 table 
7.12n nearly two thirds 
62% (n=15) lived in owner 
occupied 
accommodation, which 
was lower than for 
Dudley as a whole, a 
quarter lived in rented 
accommodation 25% 
(n=6) and just 8% (n=2) 
with family or friends. 
Only 4% (n=1) 
respondent did not 
answer this question. 
See chapter six section 
6.12 question  11  for  details  of  
 
Property
Missing
Living with family o
Rented
Owner occupied
 
Figure 7.14 The home you live in. 
 
housing in Dudley. Most families therefore had privacy in their own, or rented 
accommodation removing the stress of overcrowding and sharing of amenities within 
multi occupancy accommodation.    
 
Question 12 ‘Who lives with you and your children?’ 
 lxiv
The response rate was 
lowest for this question. It 
was not answered by most 
of respondent group 5 who 
did not give partner details. 
Of those who responded, 
most 71% (n=17) said their 
partner lived with them, 4% 
(n=1) stated partner, and 
4% (n=1) no one lived with 
them. There was no 
response from 21% (n=5) 
the reason possibly being 
as stated in question 8, as 
most of respondent group 
5 were single unsupported parents. See figure 7.15 and appendix 6 table 7.12o for details.  
Anyone living with you who gives support
Missing
No one
Partner and other
Your partner
 
Figure 7.15  ‘Who lives with you and your children?’ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Question 13 ‘Do you live near someone who gives you support?’ 
 
 lxv
Most respondents had 
someone living near who 
gave them support which 
was mainly family 50% 
(n=12) followed by family 
and friends 16% (n=4) and 
friends 4% (n=1). Only 4% 
(n=1) stated they had little 
support but did not state 
who from, 16% (n=4) said 
they had no support, 
respondents being from 
group Ye. There was no 
response from 4% (n=1). 
See figure 7.16 and 
appendix 6 table 7.12p for 
details. The response to this question indicated that the majority of parents were supported.  
 
Who gives you support who lives near you
Missing
No response
No
Little support
Family and friends
Friends
Family
Figure 7.16 ‘Do you live near someone who  
give you support?’ 
 
7.13 Results of PSS data analysis. 
 
Paired sample T test was used to answer the question did parents answer significantly 
differently at phase 1 and phase 2. The null hypothesis was that there was no significant 
difference in the way parents answered PSS in each of the subscales before (phase 1) and 
after (phase 2) attending the parenting skills programme. Results were as follows: 
In A, Developmental progress, t = 2.034, df = 23, p = .054, therefore the null hypothesis was 
rejected as alpha was .05. 
In B, General health, t = 2.134, df = 23, p = .044, therefore the null hypothesis was rejected as 
alpha was below .05.  
In C, Love and security, t = 2.172, df = 23, p = .040, therefore the null hypothesis was rejected 
as alpha was below .05. 
In D, Provision of an appropriate learning environment, t = 2.099, df =23, p = .047, therefore the 
null hypothesis was rejected as alpha was below .05.  
(see appendix 6  7.13 for details). 
 
Although, overall, parents did answer significantly differently at phase 1 and 2, there was a 
difference  in  some  parents’   responses  at  phase  2  suggesting   a  possible   lower  level  of  
confidence in their abilities. This may not necessarily have been so. Reasons could have been 
due to an increased understanding of parenting and an acknowledgement of their own 
 lxvi
limitations, a more honest answer at phase 2, or that parents found at the start of the 
educational process that they were less secure in their attitudes as Cross (1981) suggested. A 
further reason could have been parents’ previous knowledge and confidence in their abilities. 
Health visitors involved with each of the five groups reported parents showing a more confident 
attitude at phase 2 compared with phase 1.  
 
Although respondent parents (n=8) had previous experience of being a parent (see results of 
DEMQ question 4 section 7.12), 2 of these parents’ scores were higher at phase 2 than phase 
1. This might suggest that they had a greater understanding of parenting and recognised their 
need to learn more than those (n=16) experiencing parenting for the first time   
 
7.14 Results relating to children. 
Comparison of the SOGS ll scores with the National Profile SOGS ll score. 
For ease of comparison respondent children were divided into four groups by age. These were:  
 
Group A child 1, 2, 8, 15 and 16 (n=6) aged 2 – 3 months at phase 1 (see table 7.5). 
Group B child 3, 4, 5, 6, 7, 9 and 14 (n=7) aged 4 - 4½ months at phase 1 (see table 7.6). 
Group C child 10, 12, 13 and 22 (n=4) aged 5 - 7½ months at phase 1 (see table 7.7). 
Group D child 17, 18, 19 and 23 (n=5) aged 15 – 24 months at phase 1 (see table 7.8).  
Scoring for Child 21 aged 48 months at phase 1 was considered separately in table 7.9 as there 
were no other children in his age group. 
  
Comparison group 1 was not used, as the majority of respondent children were not in the 3 
routine screening age bands 8 months, 18 months and 30 months. Only 4 children were in the 
8- month age band by phase 2 and due to the smallness of the numbers there was difficulty in 
computing using T test to find out the difference between these respondent children and 
comparison group 1 (local profile of 100 children). It was not possible to test the respondent 
group against the National Profile SOGS ll score (comparison group 2) as the individual scores 
were not known. There were 348 children involved nationally in the reliability and validity studies 
for The Schedule of Growing Skills ll (Bellman et al., 1996), but 1182 in the original study in the 
development of SOGS l (Bellman and Cash 1987, Bellman 1984). However, health visitors 
involved in the study had observed that Dudley children generally scored higher than that 
indicated on the National Profile SOGS ll score. This implied that where respondent children’s 
scores were significantly below the comparison group, the same would be true by comparison 
with the National Profile SOGS ll score. 
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Respondent children were grouped and compared with the National Profile SOGS ll score at 
phase 1 and 2 as shown in the following tables. The SOGS ll score for each child in each skill 
area is given in bold, with the National Profile SOGS ll score given in brackets beside it. 
 
The meaning of the abbreviations in the developmental skill areas used in tables 7.5 to 7.9 is 
now given. 
Paspos = passive postural. 
Actpos = active postural. 
Loco = locomotor. 
Manip = manipulative. 
Visu = visual. 
Hlang = hearing and language. 
Splang = speech and language. 
Intact Soc = interactive social. 
Scsoc = self care social. 
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Developmental 
skill area 
Paspos Actpos Loco Manip Visu Hlang Splang Intact 
Soc 
Scsoc 
Child SOGS ll   
scores at phase 
1 in ‘bold’ with 
National Profile 
SOGS ll score in 
brackets. 
         
Child 1 aged 3 
months.  
7  (4) 4  (3) -1  (-1) 2  (2) 5  (4) 4  (2) 3  (2) 5  (2)  1  (-1) 
Child 2 aged 3 
months . 
6  (4) 3  (3) -1  (-1)  2  (2) 3  (4) 3  (2) 2  (2) 3  (2) -1  (-1) 
Child 8 aged 2 
months. 
2  (4) 1  (3) -1  (-1) 1  (2) 1  (4) 3  (2) 1  (2) 1  (2) -1  (-1) 
Child 11 aged 
2/½ months. 
5  (4) 3  (3) -1  (-1) 2  (2) 2  (4) 2  (2) 2  (2) 3  (2)  1  (-1) 
Child 15 aged  
2 ½ months. 
5  (4) 3  (3) -1  (-1) 3  (2) 4  (4) 2  (2) 3  (2) 3  (2) -1  (-1) 
Child 16 aged 
2 ½ months. 
3  (4) 4  (3) -1  (-1) 1  (2) 2  (4) 3  (2) 2  (2) 3  (2)  1  (-1) 
Child  SOGS ll 
scores at phase 
2 in ‘bold’ with 
National Profile 
SOGS ll score in 
brackets.  
         
Child 1 at age 5 
months. 
8  (6) 7  (4)  1  (-1) 5  (3) 6  (5) 8  (3) 4  (2) 6  (3)  2  (-1) 
Child 2 at age 5 
months 
6  (6) 3  (4) -1  (-1) 3  (3) 5  (5) 2  (3) 2  (2) 3  (3) -1  (-1) 
Child 8 at age4 
months. 
6  (6) 3  (4)  1  (-1) 3  (3) 5  (5) 4  (3) 4  (2) 5  (3)  1  (-1) 
Child 11 at age 
4 ½ months. 
5  (6) 6  (4)  1  (-1) 3  (3) 3  (5) 4  (3) 3  (2) 4  (3)  1  (-1) 
Child 15 aged  
4 ½ months. 
6  (6) 4  (4)  1  (-1) 4  (3) 5  (5) 5  (3) 4  (2) 4  (3)  1  (-1) 
Child 16 aged  
4 ½ months. 
7  (6) 4  (4)  1  (-1) 2  (3) 3  (5) 4  (3) 3  (2) 4  (3)  1  (-1) 
Table 7.5 indicating comparison of respondent group children 1, 2, 8, 11, 15 and 16 SOGS ll 
scores at phase 1 and 2 with the National Profile SOGS ll score (group A). 
 
Overall, results in table 7.5 showed that all children had progressed developmentally between 
phase 1 and 2. Child 8 was below the National Profile SOGS ll score at phase 1, but was the 
same or above by phase 2 in all skill areas apart from active postural skills. All other children   
were the same or above the National Profile SOGS ll score at phase 1. At phase 2, child 2 was 
below the National Profile SOGS ll score in active postural and hearing and language skills, 
while all other children were the same or above apart from child 8 as previously mentioned, and 
child 11 below in passive postural and visual skills.   
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Developmental 
skill area. 
Paspos Actpos Loco Manip Visu Hlang Splang Intact 
Soc 
Scsoc 
Child SOGS ll 
scores at phase 1 
in ‘bold’ with 
National Profile 
SOGS ll score in 
brackets. 
         
Child 3 aged 4 
months. 
6  (7) 3  (4) -1  (-
1) 
 2  (3) 5  (5) 5  (3)  3  (2) 3  (3) 1  (-1) 
Child 4 aged 4 
months. 
5  (7) 4  (4) -1  (-
1) 
 2  (3) 4  (5) 3  (3) 3  (2) 4  (3) 1  (-1) 
Child 5 aged 4   
months.  
2  (7) 1  (4) -1  (-
1) 
-1  (3) 1  (5) 2  (3) 1  (2) 1  (3) 1  (-1) 
Child 6 aged  
4 ½ months 
5  (7) 4  (4) -1  (-
1) 
 2  (3) 3  (5) 4  (3) 3  (2) 4  (3) 1  (-1) 
Child 7 aged  
4 ½ months. 
5  (7) 4  (4) -1  (-
1) 
 2  (3) 3  (5) 4  (3) 2  (2) 4  (3) 1  (-1) 
Child 9 aged 4 
months. 
5  (7) 3  (4) -1  (-
1) 
 3  (3) 5  (5) 4  (3) 4  (2) 5  (3) 1  (-1) 
Child 14 aged 4 
months. 
5  (7) 4  (4) -1  (-
1) 
 2  (3) 5  (5) 3  (3) 2  (2) 4  (3) 1  (-1) 
Child  SOGS ll 
scores at phase 2 
in ‘bold’ with 
National Profile 
SOGS ll score in 
brackets. 
         
Child 3 aged 6 
months. 
7  (8) 4  (5) 1  (-1)  3  (4) 5  (6) 5  (3) 3  (3) 3  (4) 1  (1) 
Child 4 aged 6 
months. 
9  (8) 7  (5) 2  (-1) 5  (4) 7  (6) 5  (3) 4  (3) 6  (4) 3  (1) 
Child 5 aged 6 
months. 
9  (8) 5  (5) 1  (-1) 5  (4) 5  (6) 7  (3) 4  (3) 6  (4) 3  (1) 
Child 6 aged  
6 ½ months. 
9  (8) 7  (5) 2  (-1) 6  (4) 4  (6) 5  (3) 5  (3) 6  (4) 3  (1) 
Child 7 aged  
6 ½ months. 
8  (8) 8  (5) 2  (-1) 6  (4) 6  (6) 6  (3) 5  (3) 8  (4) 4  (1) 
Child 9 aged 6 
months. 
7  (8) 6  (5) 1  (-1) 4  (4) 4  (6) 5  (3) 5  (3) 5  (4) 4  (1) 
Child 14 aged 6 
months. 
8  (8) 5  (5) 1  (-1) 4  (4) 6  (6) 5  (3) 4  (3) 6  (4) 2  (1) 
Table 7.6  indicating comparison of respondent group children 3,4,5,6,7,9, and 14   SOGS ll score at 
phase 1 and 2 with the National Profile SOGS ll score (group B). 
 
Most children, as shown in table 7.6, had made progress developmentally overall between 
phase 1 and 2. Child 3 was below the National Profile SOGS ll score in 3 areas at phase 
1(passive postural, active postural and manipulative skills) but below it in most areas by phase 
2. Child 4 was below the National profile SOGS ll score in the same 3 areas at phase 1 as child 
3 but above it in all areas by phase 2. Child 5 was below the National Profile SOGS ll score in 
most areas at phase 1 but below it in only 1 area (hearing and language skills) by phase 2. All 
other children were either the same or above the National Profile SOGS ll score in most skill 
areas at phase 1 and 2. 
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Developmental 
skill area. 
Paspos Actpos Loco Manip Visu Hlang Splang Intact 
Soc 
Scsoc 
Child SOGS ll 
scores at phase 
1 in ‘bold’ with 
National Profile 
SOGS ll score 
in brackets. 
         
Child 10 aged 
5 months. 
7  (8) 8  (5) 3  (-1) 4  (5) 2  (7) 5  (3) 4  (3) 5  (5) 2  (1) 
Child 12 aged  
7 ½ months. 
8  (8) 7  (5) 1  (-1) 5  (5) 7  (7) 6  (3) 4  (3) 7  (5) 3  (1) 
Child 13 aged  
7 ½ months. 
7  (8) 7  (5) 1  (-1) 6  (5) 7 (7) 6  (3) 4  (3) 8  (5) 3  (1) 
Child 22 aged  
6 months. 
9  (8) 7  (5) 1  (-1) 6  (5) 7  (7) 7  (3) 5  (3) 7  (5) 2  (1) 
Child SOGS  ll 
scores at phase  
2 in ‘bold’ with 
National profile 
SOGS ll score 
in brackets.. 
         
Child 10 aged 
7 months. 
6  (9) 10  (7) 2  (-1) 5  (6) 6  (8) 5  (5) 5  (4)   6  (5) 5  (2) 
Child 12 aged  
9 ½ months. 
8  (9)   7  (7) 1  (-1) 5  (6) 9  (8) 7  (5) 5  (4) 10  (5) 3  (2) 
Child 13 aged  
9 ½ months. 
9  (9) 10  (7) 2  (-1) 8  (6) 8  (8) 7  (5) 5  (4) 10  (5) 4  (2) 
Child 22 aged  
8 months. 
9  (9) 11  (7) 2  (-1) 7  (6) 8  (8) 7  (5) 5  (4)   7  (5) 3  (2) 
Table 7.7 indicating comparison of respondent group children 10, 12, 13 and 22 SOGS ll scores with the 
National profile SOGS ll score (group C).  
 
Results in table 7.7 showed that overall, all children had progressed in all developmental skill 
areas between phase 1 and phase 2. Child 13 was below the National Profile SOGS ll score in 
passive postural skills at phase 1, but the same by phase 2. Child 10 was below the National 
Profile SOGS ll score in passive postural, manipulative and visual skills at phase 1, but by 
phase 2 was only slightly below in these 3 areas showing that marked progress had been 
achieved in this area. 
 
 
 
 
 
 
 
 
 
Developmental 
skill area 
Paspo
s 
Actpos Loco Manip Visu Hlang Splang Intact 
Soc 
Scsoc 
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Child SOGS ll 
scores at phase 1 
in ‘bold’ with 
National profile 
SOGS ll scores in 
brackets. 
         
Child 17 aged 15 
months. 
-1 (-1) -1 (-1) 10 (9) 10 (14) 13 (14) 11 (12) 11 (12) 17 (15)   8 (10) 
Child 18 aged 18 
months. 
-1 (-1) -1 (-1) 10  (9) 10 (14) 14 (14) 11 (12) 10 (12) 17 (15) 10 (10) 
Child 19  aged 18 
months. 
-1 (-1) -1 (-1)  9  (9) 12 (14) 12 (14)  9 (12) 11 (12) 12 (15)   8 (10) 
Child 23 aged  22 
months. 
-1 (-1) -1 (-1) 11  (9) 17 (14) 14 (14) 12 (12) 1 (12) 18 (15) 17 (10) 
Child 24 aged 24 
months. 
-1 (-1) -1 (-1)   9  (9) 11 (14) 12 (14) 11 (12) 12 (12) 10 (15)   9 (10) 
Child  
SOGS ll scores at 
phase 2 in ‘bold’ 
with National 
Profile SOGS ll 
score in brackets 
         
Child 17 aged 17 
months. 
-1 (-1)  -1 (-1)  9 (11) 12 (16) 13 (15) 11 (13) 11 (14) 17 (17)  8 (13) 
Child 18 aged 20 
months. 
-1 (-1) -1 (-1) 10 (11) 10 (16) 13 (15) 11 (13) 11 (14) 17 (17) 17 (13) 
Child 19 aged 20 
months, 
-1 (-1) -1 (-1)  9 (11) 14 (16) 13 (15) 11 (13) 12 (14) 15 (17) 10 (13) 
 Child 23 aged 24 
months. 
-1 (-1) -1 (-1) 12 (11) 20 (16) 15 (15) 15 (13) 16 (14) 16 (17) 17 (13) 
 Child 24 aged 26 
months. 
-1 (-1) -1 (-1)  9 (11) 12 (16) 12 (15) 12 (13) 13 (14) 11 (17) 10 (13) 
Table 7.8 indicating comparison of respondent group children 17, 18, 19, 23 and 24 SOGS ll scores with the National 
Profile SOGS ll score (group D).  
 
Most children had progressed developmentally overall as shown in table 7.8. Child 17 was 
above the National Profile SOGS ll score at phase 1 in locomotive and interactive social skills, 
but below in manipulative, visual and self-care social skills, and below in most areas by phase 
2. Child 19 was below the National Profile SOGS ll score at phase 1 and 2 in most areas but 
had made progress. Child 24 had made some progress, but was below the National Profile 
SOGS ll score at both phases.  These results were not discussed with the health visitor as to 
possible reasons for them, but the researcher was aware that the health visitor followed up 
those children whose development appeared to be delayed as in this case.  
 
 
 
 
 
Developmental 
skill area 
Paspos Actpos Loco Manip Visu Hlang Splang Intact 
Soc 
Scsoc 
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Child SOGS ll 
score at phase 1 
and 2 in ‘bold’ 
with National 
profile SOGS ll 
scores in 
brackets. 
         
Child 21 aged 
48 months at 
phase 1& 50 
months at 
phase 2. 
-1 (-1) -1 (-1) 18 (18) 26 (26) 19 (19) 19 (19) 21 (21) 23 (23) 22 (22) 
Table 7.9 Indicating comparison of respondent child 21 SOGS ll scores with the National Profile SOGS ll score  
 
The 4 year old, child 21, showed no apparent progress between phase 1 and 2, (table 7.9) but 
the reason was because he had already achieved to age 4 to 5 years on the National Profile 
SOGS ll score.  
 
Scores for the 18 month old twins, who were severely disabled, one functioning below the 12 
month level and the other just above in all skill areas, were not discussed in detail. Although 
they made no apparent progress in the short time of the study evaluation period, they did not 
regress. Respondent health visitors had observed the enormous effort the mother made in the 
care of these children. It was at her choice that they were included in the study together with 
her. 
 
Results for child 3 (table 7.6), and child 17, 19 and 24 (table 7.8) need further consideration to 
try to identify why they did not appear to have progressed developmentally between phase 1 
and 2 as shown by the SOGS ll scores. Individual SOGS ll scores show that child 3, the 
youngest was less delayed developmentally than the others. This links with results in the first 
cycle concerning children on the child protection register, where in each case there were 
problems with poor parenting skills, the older the child was the greater the likely level of 
developmental delay (chapter five section 5.10). There were no identified child protection issues 
with the study children in cycle 2, but the possibility of poor/inadequate parenting skills has to be 
considered. This links with the introduction to the study concerning the relationship between 
parenting skills and the young child’s developmental progress. Instances where parenting skills 
appear to be not ‘good enough’ should be identified at as early a stage as possible to enable 
parents to improve and to deliver improved parenting to their child to afford them the opportunity 
to achieve their potential. The government acknowledges the importance of this approach. 
 
Perusal of individual DEMQ questionnaires showed that only the mother of child 3 was 
employed but all had the mother’s partner living with the family. The partners of the mothers of 
child 3 and 17 were employed. Only the mother of child 19 had other children besides the child 
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in the study and the only mother from an ethnic minority group had no support apart from her 
partner. There appeared to be no common factor identified from the DEMQ questionnaire 
linking the mothers of the 4 children considered here.  
 
The PSS subscales are included here, prior to considering PSS results in more depth: 
 
Subscale A = Developmental progress. 
Subscale B = General health. 
Subscale C = Love and security. 
Subscale D = Provision of an appropriate learning environment.  
 
PSS results suggested no improvement between phase 1 and 2 for the mothers of child 3 and 
17. PSS results for the mother of child 24 showed some improvement between phase 1 and 2, 
but scores suggested there were problems with parenting. PSS score for the mother of child 19 
showed little difference between phase 1 and 2. Individual items of concern (where scoring was 
high) from the PSS scale (appendix 5 6.10c) common to all 4 mothers were the following items: 
 
Item 3.  (subscale C) I find it difficult to accept when my child does not do what I expect him/her  
             to do.  
Item 6.  (subscale B) I find it difficult to make up my mind about the right food to give my child  
            to  eat. 
Item 7.  (subscale C) I find it difficult to get my baby/child into a routine. 
Item 12.(subscale D)I find it difficult making time for my child to take him/her out to places of  
             interest for him/her. 
 
Considering individual items is a different approach from the way in which analysis was carried 
out of scoring in each of the subscales as described in section 7.13, but by doing so it was 
hoped to gain a deeper understanding of possible problem areas for these parents.  
  
A further consideration was the parenting skills training respondent group that the mothers 
attended. The mother of child 3 attended a respondent group run by health visitors, but the 
mother of child 17, 19 and 24 attended a respondent group run by a teacher. The difference in 
respondent group leadership may have been a factor in the apparent difference in the 
acquisition and application of improved parenting skills. Further weight is given to this by the 
fact that mothers in the other 3 respondent groups were taught by health professionals. 
Respondent groups 2 and 3 were taught by health visitors, and respondent group 4, by a 
nursery nurse, with oversight and some input from health visitors.  Study children 1, 2, and  4-16  
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with mothers in these respondent groups appeared to have made progress developmentally. 
While it is not the purpose of this study to evaluate the best type of leader for teaching mothers 
of young children parenting skills, the effect of this variable in this particular study has to be 
noted.  
 
The family health visitor was responsible for following up any apparent concerns following the 
study, but the outcome of these was not recorded. There may have been other factors in each 
of the 4 children’s lives that influenced the lack of developmental progress during the study 
period and the apparent lack of progress in their mother’s acquisition and use of improved 
parenting skills, for example a family crisis and child-care transferred to a grandparent, but 
these were not identified.  
 
Table 7.10 summarizes the common factors relating to mothers and children in this group of 
exception cases. Referring to tables 7.6 and 7.8 respectively it can be seen that developmental 
delay was less in the younger child 3 than in the older children 17,19 and 24. 
 
Respondent 
number 
Mother 
In 
respondent 
group with 
Health 
professional 
leader 
In 
respondent 
group with 
Teacher  
leader 
PSS items 
3, 6, 7, 12  
problematic 
to mothers 
Child 
Delay in  
SOGS ll Skill areas 
Locomotor-
selfcare social at 
phase 2 assessed 
after parenting 
skills training 
3  √  √  Locomotor, 
hearing & 
language, speech 
& language 
17   √ √  All except 
interactive social 
19   √ √  All 
24   √ √  All 
Table 7.10 Showing exception cases where the mother showed apparent lack of progress in 
learning parenting skills and their child lack of progress in development. 
 
The lack of progress in these 4 study children together with their mother’s apparent lack of 
progress in parenting skills, and the progress made by child and mother in the majority of the 
other study links to literature previously discussed in this study. Chapter one (section 1.2) 
discusses the link between parenting skills and young children’s developmental progress (Hall 
and Elliman 2003, Grantham-McGregor et al., 1999). Chapter two (section 2.1) discusses 
Government’s acceptance of the link it in relation to Sure Start (DOH 1998) and chapter three 
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(section 3.7) supports the teaching of parenting skills as a means of primary and secondary 
prevention. In chapter two (section 2.8) Duncan Magnusson’s (2002) work supports the 
teaching of parenting skills and their practical application to improve children’s developmental 
progress. This resonates with existing knowledge. 
 
A statistical analysis to see if there was a difference between respondent children and the 
National Profile SOGS ll score was not undertaken. The reason was because the individual 
scores in each skill area for the children involved in calculating the National Profile were not 
given in the description of the studies for SOGS ll (Bellman, Lingam and Aukett 1996). This is 
an area where future work could be carried out. 
 
Due to the lack of information regarding individual skill area scores for children involved in 
calculating the National Profile SOGS ll score, respondent children were therefore compared 
with the National Profile SOGS ll score that does give a scoring in each skill area (see appendix 
5 6a.2 The Schedule of Growing Skills ll Record Form and 6a.3 The Schedule of Growing Skills 
ll Profile Form). Comparison of respondent children’s scores in each skill area showed a 
difference between phase 1 and phase 2 in most cases showing that most had made progress 
developmentally. This was supported by health visitor observations from the first 4 groups who 
commented on their surprise that the majority of children had progressed at a faster rate than 
they would have expected.  
 
7.15. Analysis of results from interviews with health visitors. 
 
One health visitor from each respondent parent group (n=5) was contacted by telephone, 
following data collection for phase 2, to ask their views as to the outcome of group work with 
parents in relation to the three research questions specified in section 7.4, meaning that 
questions were predetermined. They were open ended meaning respondents had the freedom 
to express their thoughts (Cohen et al., 2000, Oppenheim 1992). Analysis was by means of 
descriptive statistics. The response from each health visitor was recorded manually, and each 
health visitor was identified numerically according to which group she was involved with i.e. the 
health visitor for respondent group 1 was identified as respondent HV 1. The response from 
each health visitor for each question was recorded in full. The response for each question was 
then evaluated as to whether it gave a positive or negative answer to the question and if there 
were any particular factors that might aid or hinder the outcome, for example in question 2, 
partner co-operation. 
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 Health 
visitor 
Comments 
HV 
1,2,3,4,5 
“Yes it does” (n=3),”yes” (n=2). 
HV1 “I think in one case the parents had differences and it stopped the 
mother putting into practice what she had learned as much as she 
wanted to.” 
HV 4 “I was surprised how much difference it made. They really wanted to 
learn. Remember this is an area where they have never attended for 
group work before. I think part of it was the support they gave to one 
another as well as what we taught them.  They were far more 
confident at the end of the programme than at the beginning.” 
Table 7.11 Response to question 2. Does teaching parenting skills to parents of young 
children improve parenting skills? 
 
 
 
 
 
 
 
 
 
All health visitors felt that teaching parenting skills to parents of young children did improve their 
parenting skills as indicated in table 7.11 The comment from HV1 highlighted the importance of 
partner co-operation and that from HV4 the importance of group support. 
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Health visitors 
(n=5) believed 
that practical 
application of 
improved 
parenting 
skills did 
improve the child’s developmental progress particularly in hearing and language, speech and language and social skills which could 
directly reflect on the parent’s improved interaction with her child (see table 7.12) All health visitors commented that they would 
follow up respondent children if they had concerns about their development.   
Health 
visitor 
Comments 
HV1 “Yes I think it does although it does vary. Improvement was more 
than I expected in the time. Local children tend to score higher than 
the average for SOGS.” 
HV2 “I think there was an improvement particularly in speech and 
language skills and social skills, more than expected in a short time. I 
don’t think the parents realised how important it was to spend time 
with their child before. I have to remind myself that locally children 
seem to score higher on SOGS than their age.” 
HV3 “It was speech where I noticed the difference and hearing and 
language.” 
HV4 “I was really surprised how much progress they (the children) made in 
such a short time in all areas, particularly the very young ones. In this 
area a lot are below the SOGS scores for their age so I thought this 
was a particularly good result.” 
HV5 “I didn’t see that much improvement in the older children, but then 
their development slows down compared with what it was early on, 
but it was speech and language and social skills where I saw the main 
improvement.’ The twin’s mother puts an awful lot of effort in to 
caring for them. They are both delayed, one severely, and she has an 
older child as well to care for. Although they didn’t show progress 
they didn’t regress which they could do if the mother didn’t continue 
with her input.”  
Table 7.12 Response to question 3. Does the practical application of improved parenting 
skills improve developmental progress in young children? 
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Question 4 proved to 
be thought provoking 
with 80% (n=4) 
thinking a child’s 
ability to cope when 
parenting was 
inadequate was due 
to something in the 
child’s emotional 
make-up or ability to 
cope.  Outside 
influences including 
granny taking care of 
the child or nursery 
and other family 
members were 
mentioned by 60%  
(n=3) while  20% (n=2) 
mentioned support for the 
parent. Factors in the child 
together with outside 
influences were mentioned by 
20% (n=2). One health visitor 
mentioned the child’s nature, and another the child’s personality, and in older children the influence of their interests and 
intelligence level (see table 7.13 for details). The consensus of opinion appeared to be that there was no single factor involved, but 
several factors both internal and external to the child enabling one child to cope in circumstances where parenting was inadequate 
while another did not.  
Health 
visitor 
Comments 
 
HV1 “It could be something in the child.”  
HV2 “That’s a difficult one but it’s got to be to do with the 
child.”  
 
HV3 “It could be outside influences like granny looking after 
the child most of the time rather than the parents or 
making sure the parent has support and parents being 
willing to ask for advice.” 
 
HV4 “It could be due to other influences like granny or 
nursery or other family members or friends so the child 
isn’t cared for in isolation by the parent and making sure 
the parent is supported.’ Some children seem to be much 
more resilient to adversity so it must be to do with the 
makeup of the child like their personality and in older 
children their interests and intelligence level.” 
HV5 “It’s got to be a mixture of things like something to do 
with the child’s nature and outside influences on the 
child.” 
Table 7.13 Response to question 4. What is it in the impact of inadequate 
parenting skills on the child which enables one child to cope while another 
does not? 
 
 
 
7.16 Stage G (second cycle) Interpret the data. This focused on answering the three research 
questions (7.4).  
 
2. Does teaching parenting skills to parents of young children improve parenting skills? 
Interpretation of data from PSS, DEMQ and interviews with health visitors’ response to question 
2 was considered. Findings from PSS data analysis showed a significant difference in the way 
that parents answered at phase 1 and 2 in each of the subscales indicating an improvement in 
parenting skills (section 7.13 and appendix 6 table 7.13). Examination of individual responses 
suggested a possible lower level of confidence in their abilities in some parents at phase 2 than 
phase 1.This may have been due to an increased understanding of parenting and an 
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acknowledgement of their own limitations, a more honest answer at phase 2 or as Cross (1981) 
suggested that parents were less secure in their attitudes at the start of the educational 
process. DEMQ data findings regarding previous parenting experience from analysis of 
question 4e (appendix 6 table12g) showed that 8 parents had previous experience of parenting.  
 
When individual PSS and DEMQ respondent results were linked, it was found that 2 parents 
with previous experience of being parents had higher PSS scores at phase 2 (the lower the 
PSS score the higher the perceived parenting skills), A further finding was 4 respondent parents 
whose parenting skills had apparently not improved or improved only slightly in spite of training.  
The children of these same parents showed apparent poor developmental progress. 
 
Scrutiny of DEMQ data revealed no common factor, but common areas of concern were 
identified in PSS as previously discussed in section 7.14. Additionally, 3 respondent parents 
were in a group not being taught by a health professional and this was the only respondent 
group where teaching was formal and parents and children were separated. It raises the 
question as to which type of professional and mode of teaching is best suited to teach parenting 
skills to parents of young children.  
 
Findings from interviews with each group health visitor supported the findings of PSS data 
analysis; respondent parents’ parenting skills had improved as a result of the parenting skills 
sessions and their confidence had improved (see table 7.11). This linked to Bandura’s (1977) 
work on self-efficacy discussed in chapter one (section 1.9) that parents perform better in their 
role when they are confident in their abilities.   
 
The emerging finding was that teaching parenting skills to parents of young children did improve 
parenting skills in most respondent parents involved in the study. However, the choice of group 
leader and the mode of teaching may affect the outcome.  
 
3. Does the practical application of improved parenting skills improve the developmental 
progress in young children?   
The results of data analysis for respondent children SOGS ll scores compared with the National 
Profile SOGS ll scores in each skill area at phase 1 and 2, as discussed in section 7.14, and 
health visitor interview response to question 3 were considered.  
 
Findings for respondent children aged 2 ½ -3 months (n=6) are given in table 7.5. Overall, 
results in this group showed continuing developmental achievement, particularly in hearing and 
language, speech and language and self-care social skills, as was true of the other three age 
groups.  
 lxxx
  
A similar comparison of respondent children aged 4-4½ months (n=7) results showed that the 
children who had made the most progress were the ones who needed to the most. It was a 
matter of surmise as to whether that progress would have been made, had the parents not 
attended the parenting sessions. Table 7.6 shows details of results for this group.  
 
Findings for respondent children aged 5-6 months (n=4) are given in table 7.7. As with the 
previous group, results showed that those children making the most progress were those who 
most needed to.  
 
Findings for the 15-24 month respondent children (n=5) are given in table 7.8. Overall, 
SOGS ll scores indicated that 2 respondent children in this age group had made 
progress developmentally between phase1 and 2. Child 17 appeared not to have 
progressed, while child 19 and child 24 had made some progress but were below the 
National Profile SOGS ll score. The lack of progress in these 3 children has been 
discussed previously in section 7.14 and in this section regarding findings in relation to 
question 2, showing a possible link with problems their mothers were experiencing with 
parenting skills in spite of training. A further possibility for lack of developmental 
progress in these children may have been due to other factors, for example adverse 
factors within the family or environment or an undiagnosed medical condition, but these 
were not investigated. 
 
Four-year-old child 21’s apparent lack of developmental progress between phase 1 and 2, could 
have been due to his achieving at age 4-5 years at phase 1 (see table 7.9), or to an 
undiagnosed medical condition. Lack of progress was supported by a comment from HV5. She 
did not observe as much progress in older children as their development slowed down 
compared with younger children. The same health visitor focused on the lack of regression 
rather than the apparent lack of progress in the twins with developmental delay, which she felt 
was due to the mother’s continuing intensive input. It could be argued that the practical 
application of improved parenting skills was responsible for preventing regression in the twin’s 
developmental progress. 
 
Health visitor observations supported quantitative data results. All thought teaching parenting 
skills to parents of young children improved parenting skills and that their practical application 
improved young children’s developmental progress. Three health visitors commented on 
improvement in speech and language skills, two hearing and language and social skills, and 
one all areas. HV4 commented on her surprise at how much progress the children had made in 
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such a short time. Although most children showed improvement in manipulative skills and visual 
skills  no  health  visitor  commented  on  this.  The  question   has  to  be  asked   whether  they  
commented  on  what  they  expected  to  see  as  a result  of the parenting sessions rather than  
retaining a completely open mind as to the effect on the respondent children. A further 
possibility may have been health visitors’ own perception of the developmental areas where 
they found the most difficulties and made the most referrals, namely speech and language 
skills. 
 
The emerging findings were that the practical application of improved parenting skills does 
seem to improve developmental progress in most young children.  
 
4. What is it in the impact of inadequate parenting skills on the child, which enables one 
child to cope while another does not? 
Scrutiny of the data from DEMQ, PSS, SOGS results and health visitor observations elicited the 
following information. DEMQ and SOGS data from each respondent parent and child in the 
study showed possible adverse factors not affecting children’s developmental progress were 
unemployment or single parent status, so long as the parent had support either from family or 
friends, being an only child or having siblings. Families appeared to be small with space 
between children’s ages, which may have been an advantage but was not tested. Parental age 
appeared to be an adverse factor for one child only where there was a ten-year gap between 
the parents’ ages. This may have been due to the influence of different ideas or the impact of a 
previous relationship by the older partner, the father, rather than age.  
 
Positive factors identified in the respondent parent groups were that all children appeared to 
have at least one apparently committed parent, although this cannot be proven. The parent(s) of 
all children who were achieving, did receive support either from family or family and friends. 
Educational attainment or a willingness to learn was another factor. This linked with the positive 
commitment identified in PSS response to provision of an appropriate learning environment. 
This meant that educational attainment alone was not a decisive factor, but rather the 
recognition of the importance of education. All had their own home either owner occupied or 
rented, all recognised the importance of meeting their child’s health and well-being needs, and 
all stated that they knew how to demonstrate their love for their child. Parental willingness to ask 
for advice and support and to act upon it was a further factor health visitors identified.  
 
Possible factors that adversely affected the child’s progress were lack of support for the mother 
and having a number of children close together, but the latter was not tested. The single parent 
with disabled twins appeared to cope in spite of having an older child to care for, showing that 
disability in the child need not be a disabling factor in child-care. 
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 Health visitors commented (table 7.13) that it could be due to the nature of the child, resilience 
could be due to the child’s personality and in older children  their interests and  intelligence, and  
support for the parent by family or friends. Most thought it was a mix of factors both internal and 
external to the child. The children themselves in the study were too young to ask what factors 
they felt helped or hindered them.  
 
Although there were no new factors identified in this study, findings suggested that the positive 
factors identified in the parent-child relationship of those involved in the project could be used to 
foster the growth of resilience in young children and to prevent its suppression. This linked with 
the conceptual framework (chapter one section 1.12) Parents should protect their young 
children from adverse factors that are likely to hinder progress initially, but have the confidence 
to subject them to gradual exposure to adverse factors as they mature, having fostered within 
them the resilience factor, to deal appropriately with them and to withstand their effect. 
 
7.17 Reflection on this chapter. 
 
Results sought to answer the three research questions as discussed in section 7.16. The results 
of this part of the study could be regarded as a pilot, with the potential to be repeated in other 
areas with larger numbers, including older children under the age of five years. Further work 
could include a comparison of results from younger children and their parents, and older 
children and their parents to find out if results were similar or different and what those 
differences were. If it showed that younger children made the most progress, it would support 
the government approach to teaching parenting skills to parents as early as possible in 
promoting the young child’s development.  
 
The problem of lack of control over variables in each respondent child and mother’s life as 
discussed in section 7.9 is a weakness in the methodology that has to be acknowledged. The 
reality is that it is not usually possible to conduct research in the social sciences where all 
respondents are subject to the same variables. All reasonable steps were taken by relying on 
health visitors involved with each group to report any major change in the respondent child 
and/or mother’s life so that this could be taken into account at the stage of data interpretation. 
 
The following chapter discusses the key findings of the study, to what extent the aims of the 
study have been achieved, the appropriateness of the methodology and any shortfalls and their 
impact on the study. 
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CHAPTER EIGHT 
 
DISCUSSION.  
 
Discussion in the first part of this chapter is concerned with the key findings of the study. It then 
considers the extent to which the aims of the study have been achieved and whether the study 
findings are of value when compared to the issues raised in current literature. The 
appropriateness of the methodology is then considered, the extent of any shortfalls in it, and to 
what extent these may have compromised the study findings. Johns’ (2004) approach to 
reflection is used in the discussion process. 
 
Johns’ (2004) approach to reflection is concerned with self-reflecting on an event in 
practice, after it has taken place, for the purpose of drawing insightful meaning which 
could positively inform future practice. The process of reflection then proceeds to 
making sense of the experience and allowing the move towards desired outcomes. At the 
same time, a continuing dialogue with self takes place; this means being aware of the 
way that self is thinking and feeling and interpreting and responding consistently to what 
is happening in the reflection concerning the event, while keeping the mind open to 
change ideas where appropriate. Self-reflection is about being constantly self-aware of 
what is unfolding during reflection with the aim of realising desirable practice.  
 
8.1 Key findings of the study. 
 
The contribution to knowledge consisted of the development and evaluation of the Parenting 
Skills Scale used in conjunction with The Schedule of Growing Skills ll (SOGS ll), a previously 
developed screening tool used in measuring young children’s developmental progress. The 
study has shown that the Parenting Skills Scale (PSS), when used in conjunction with The 
Schedule of Growing Skills ll, is an effective tool in providing an indication of the outcome of 
teaching parenting skills to parents for both the child and the parent.  
 
The new scale produced as a result of this study, adds to the bulk of knowledge already 
published in this area. It is a quick, simple and effective means of evaluating the parents’ self-
beliefs concerning their parenting skills, for use with parents of children in the 0-5 year age 
band. As acknowledged by the Government, these are the critically formative years of a young 
child’s life (Introduction and chapter three). The Government acknowledges the critical 
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relationship between parenting skills and all areas of a young child’s developmental progress for 
the benefit of the child.   
 
Without a scoring system, indicating a pass or fail, the new scale presents a positive image. As 
it has been designed for use with parents of children in the whole 0-5 year age band, it means a 
conservation of scarce resources, as only one tool is required. Although separately developed, 
its best use is seen as being used in conjunction with a developmental screening tool in the 
young child (SOGS ll was used in this study for the reasons discussed). In this way, the effect of 
the practical application of ‘good enough parenting skills’ on the young child’s developmental 
progress can be evaluated, acknowledging the relationship between parenting skills and 
children’s developmental progress.  
 
Evaluation in health care today is essential in producing evidence for the effective use of 
resources (Elkan, Blair and Robinson 2000, Bowling 1997). PSS is a simple tool to administer 
and also relatively easy to interpret results. Arguably, a single tool applicable for use with 
parents with children in the whole 0-5 year age range, would be more cost effective than the 
purchase and use of several tools. PSS could be used by professionals in other agencies 
involved in child and family work, in partnership with health professionals, with the latter 
undertaking developmental screening in the child. The reality of joint working between agencies, 
in spite of being a statutory requirement, remains problematic in practice. The use of PSS and 
recognition of its potential benefit in working with children and parents, could aid joint working.  
 
Literature explored, identified studies where scales had been devised for a similar purpose 
using tool(s) with both the parent and child in evaluating the mother’s beliefs concerning her 
parenting abilities and the effect on her child. These, however, were used with mothers only of 
children in very narrow age bands, not the whole 0-5 years as in this study, albeit to a limited 
extent. The emphasis was on the outcome for the mother, while in this study, it was on that for 
the child. The emphasis should be on evaluating the outcome for the child as well as the parent 
for the duration of the early, formative years, rather than a small part only. If parenting appears 
‘good enough’ at one stage in a child’s life, it does not necessarily mean that it will continue to 
be so; hence the need for ongoing evaluation in child and parent with a tool applicable to each 
for the whole 0-5 year age range. 
 
In the light of current debate about young children’s education in the early formative years it is 
particularly relevant. As Hoghughi and Speight (1998) pointed out a decade ago, parenting is 
probably the most important public health issue facing society today. This view is supported by 
Parenting Matters (2007 and BC Council for Families (2001). In Hoghughi and Speight’s (1998) 
view, the impact of parenting skills on young children’s development, including cognition, can 
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prevent many of the adolescent behavioural problems and illnesses seen in our diverse and 
rapidly changing society today. Their view that what young children learn from their parents is of 
more  importance than  formal  education at  this stage is not  new, but is  supported  by the 17th  
century philosopher Rousseau in Emile (1762) as previously discussed, and subsequent 
commentators (Olsen 2007, Hall and Elliman 2003). The view held today, as in the past, is that 
parents’ education of their children in the early, formative years is vitally important. Although 
government has acknowledged this fact, and has been instrumental in setting up Sure Start 
initiatives in many different parts of the country to help parents in the upbringing of their 
children, the system is flawed. It is not open to all, as access depends on where a family lives, 
rather than their need of the service.   
 
The new scale, when used in conjunction with a developmental screening tool in the child, 
SOGS ll as used in this study, can help in confirming where progress has been made in 
improving parenting skills in response to teaching, and their practical application on the child’s 
developmental progress. Where there appears to be problems it can help to identify their nature 
and perhaps some reason for them. 
 
                                                                 Key Findings 
 
 Practice                                       General research                            
Specific research 
                                                         
                                                    Use of tools and triangulation                            validity 
1. Use of tools 
2. Use of subsets (not pass/fail) 
3. Use with broader age band and 
    different locations. 
4. Potential for positive impact on parents and subsequently on children.      
 
Figure 8.1 Indicating the key findings of the study. 
 
Figure 8.1 portrays the key findings of the study in three main areas. The first is in 
relation to practice.  In this study this is the use of tools without a rigid pass/fail system 
encompassing the whole 0-5 year age band (SOGS ll was used with the child in 
conjunction with PSS with the parent). This process has the potential for a positive 
impact on parents and subsequently on children. The area of general research concerns 
the use of tools and the use of triangulation to strengthen findings. The specific area of 
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research concerns validity – the importance of using only validated tools. SOGS ll had 
well documented validity studies, but there was some concern about the concurrent 
validity of PSS as has been acknowledged. The use of the two tools, triangulation, had 
the potential for the findings from the use of SOGS ll to compensate for the potential 
weakness in PSS and to strengthen the findings from its use.  
 
 
 
 
8.2 Evaluation in relation to the aims of the study.  
 
Evaluation was considered against the study aims.  
 
Aim 1. To explore through the literature the nature of parenting, child development and 
self-efficacy, and the relationship between ‘good enough parenting’ and safeguarding 
children.   
 
The literature relating to parenting, child development, self-efficacy and ‘good enough parenting’ were explored and findings 
support the relationship between ‘good enough parenting’ and safeguarding children.  
 
An evaluation of the specialist area of health visiting with children on the child protection register 
gave further information of the relationship between ‘good enough parenting’ and safeguarding 
children. The term, ‘good enough parenting’ was first used by Winnicott (1965). He recognised 
that expecting parents to be perfect was unrealistic and unhelpful, but being  ‘good enough’ to 
meet their child’s needs was more realistic, as previously discussed in this study. Different 
methods of data collection were used (triangulation) in evaluating the specialist area of health 
visiting. There was agreement between results, thus strengthening the study’s findings. The 
case study approach restated the commonalities between them, which as Stake (1992) stated 
was the purpose of this approach. Common factors emerged in families with children on the 
child protection register. These were considered together with information from the health 
visitors of registered children, suggesting parenting in each case was not ‘good enough’. 
Screening results suggested registered children were not achieving as well as the National 
Profile SOGS ll score in most cases. Observational comments from registered children’s health 
visitors also supported these findings. Evidence provided a link between parenting skills and 
young children’s developmental progress and the need for early intervention (chapter five).  
 
Drawing on Johns’ (2004) approach to reflection, the reason for the study evolved from the 
researcher’s practical wisdom of knowing, drawing on observational experience as a practitioner 
of the relationship between the nature of parenting, child development and self-efficacy, and the 
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relationship between ‘good enough parenting’ and safeguarding children. The literature findings 
supported this relationship. Furthermore, the concept of keeping safe regarded as important to 
children and young people (DOH 2003) was acknowledged in the government response in 
Staying Safe Action Plan (Department for Children, Schools and Families 2008). While 
safeguarding children in the broad context of their everyday lives is the responsibility of all, as 
discussed in chapter three, those closest to them are their parents as shown in the conceptual 
framework (chapter one) in delivering ‘good enough parenting’. Therefore, focusing on teaching  
parenting skills to parents of young children, where applicable, could enable the growth of the 
child’s understanding towards being able to distinguish between safe and unsafe circumstances 
and how to deal with unsafe situations appropriately.  
 
Literature drawn on did not take into account the views of local parents and children, and 
whether these agreed with those expressed in the literature examined, if there were differences, 
and what those differences were. The findings from DEMQ, as discussed previously, provided 
some understanding of study respondents, but interviews with respondent parents could have 
given a deeper understanding of the needs of parents and young children in the study and also 
of the local population. This approach was not taken, as the Trust ethics committee refused 
permission on the grounds that it was of potential harm to young children. In this case, the 
needs of the child had to take precedence over any potential value to the study through 
interviews with respondent parents.   
 
Aim 2. To pilot the use of a developmental screening tool previously identified as being 
the most appropriate to use with 0-5 year old children in the NHS Trust, and following 
evaluation to introduce the tool into routine health visiting practice.  
 
This aim was not achieved in the manner envisaged. The developmental screening tool, SOGS l was introduced into routine health 
visiting practice in the Primary Care NHS Trust without a pilot taking place. However, evaluation following introduction showed its 
appropriateness in both routine and a specialist area of practice – child protection. 
 
A description of the need for change in one area of health visiting practice was given in the 
study. It described involvement of practitioners in planning the change and evidence of its likely 
acceptance by those most closely affected by it prior to health visitor training in the use of the 
tool. Use of triangulation (Jick 1975) increased the evidence of the proposed tool’s likely 
acceptance due to the congruence of results from each respondent group. These were health 
visitors, a small numbers of social workers involved in child and family work, parents of young 
children and GPs. Although this was useful evidence of the likely acceptance of the tool, it did 
not provide evidence that it was the most appropriate tool to use with 0-5 year old children in the 
Primary Care NHS Trust.   
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No pilot of the tool’s use took place prior to introduction as the management were satisfied of its 
likely acceptance as indicated in chapter four. Likely acceptance of the proposed new tool 
appears to have been of more importance than its appropriateness for the intended client group 
and can be viewed as a flaw in the decision making process. A pilot should have taken place to 
demonstrate  the  effectiveness  of  the   proposed new  tool,  to  give  assurance  of  its worth in  
replacing the old tool. The issue here was not about what those most closely affected by the 
proposed change liked best, but about what was in the best interest of the client group for which 
it was intended in improving the service to them. Opting for the most popular choice could have 
been completely ineffective in this respect. However, evaluation of the use of SOGS l at six 
weeks and ten months following introduction into routine health visiting practice, indicated an 
increasing acceptance of the tool and acknowledgement of its usefulness. On reflection, this 
result could be regarded as a fortunate coincidence, rather than a logical result in the sequence 
of the research study. 
 
Reflexivity was used in reflecting on this aim, a disciplined pursuit towards realising desirable 
practice (Johns 2004). Results from the first action research cycle suggested the likely 
acceptance of the SOGS l tool by those most closely affected by the change. However, 
inclusion of a pilot to confirm or refute these findings could have led to further knowledge to 
inform the process of change. On reflection, acceptance of the management’s view that a pilot 
was not necessary should have been challenged on the grounds that it was of potential benefit 
in affirming the likely acceptance of the proposed change, and its effectiveness in practice. A 
lack of research knowledge in the Primary Care NHS Trust at this time may have been a 
contributory factor in not accepting the need for a pilot at this stage. If the management had 
been knowledgeable about recent research, the value of a pilot would have recognised and 
agreed to. 
 
Evaluation of the new tool in practice following its introduction did affirm its acceptance, but a 
pilot could have reduced the possibility of the new tool not being accepted. The same argument 
could have been used in carrying out a pilot in the specialist area of health visiting practice. A 
pilot could therefore have raised the standard of a professional approach towards realising 
desirable practice.  
 
Aim 3. To develop a tool to use with parents to measure their self-beliefs concerning 
their parenting abilities.    
 
The Parenting Skills Scale was developed. However, there is a possible acknowledged weakness regarding concurrent validity, 
meaning that this aim has not been totally achieved. 
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The study contains the literature relating to the Parenting Skills scale (PSS) development and 
the rationale for doing so. This was due to failure in identifying an appropriate tool for use with 
parents of 0-5 year old children to measure their beliefs about their parenting skills. Literature 
concerning  the  Diabetes  Self-Efficacy  Scale  (Padgett 1991)  and  its  concept  was  used   in  
 
formulating PSS. It provided details for the PSS subscales based on paediatricians’ concepts of 
the child’s needs from the parent. These, in essence, agreed with psychologists’ views.  
 
The rationale for using FAMIM at the concurrent validity stage of scale development, and the 
reason for rejecting tools measuring parental self-efficacy in other studies examined, was 
discussed. The process and reason for each stage of scale development was provided in the 
study, using respondent parents of 0-5 year old children in the Primary Care NHS Trust. Results 
showed the tool was reliable with some possible concerns relating to validity. The rationale and 
process for developing ‘Questions about you and your family’ (DEMQ), to gain an 
understanding of the respondent group at the development and evaluation stages of PSS was 
also given.  
 
Although the views of paediatricians and psychologists were considered as to the nature of the 
child’s needs from the parent, the views of parents and children themselves were not sought 
and compared with that of these two professional groups. Additionally, no literature was 
explored as to the views of other professional groups. Widening the literature search to include 
parents, children and other professionals’ views might have led to more detailed examination of 
agreement and differences between the groups and a possible difference in scale statements. A 
problem may have arisen in seeking permission from the Primary Care NHS Trust Ethics 
Committee to approach children, as previously this had been specifically refused on the 
grounds that it was potentially damaging. It would have been difficult to obtain the views of all 0-
5 year old children in the study due to their limited speech and language and cognitive 
development (Sheridan 1975), although it may have been possible with some of the older 
children. Yet, had permission been given to interview respondent parents in the study, which the 
Primary Care NHS Trust Ethics Committee had refused, more understanding from their 
perspective, of the children’s needs might have been gleaned. 
 
The use of FAMIM at the concurrent validity stage of scale development showed that the tool 
was valid, but issues around this are discussed later in this chapter, throwing some doubt on the 
validity of the tool and therefore its usefulness in practice. Becoming mindful, Johns (2004) sees 
as the effective practitioner understanding the way they think, feel and respond to situations. In 
this case, it was the researcher being mindful of and acknowledging the possible flaw in using 
FAMIM at this stage. Being mindful then led to thinking of possible ways of overcoming or 
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minimising the effect of the possible flaw at this stage of PSS development and what could be 
done in the future to rectify the problem. Revalidation of FAMIM was a possible answer as 
previously discussed in this study. 
 
 
Inclusion of a pilot in the development of DEMQ might have led to some change in the 
questions asked and improved its validity, thus improving its use in understanding the 
respondent group. A pilot study of a research instrument can identify where improvements are 
required and its usefulness in the study increasing the likelihood of the success of the study 
(Teijlingen and Hundley 2001). 
 
Being mindful of responding to the need for developing PSS, was not only about thinking and 
responding, but also being conscious of the shortcomings in scale development and their 
possible effect on its use in practice. It was about thinking beyond the immediate problem to 
possible ways of rectifying it.  
 
Aim 4. To explore the relationship between parenting skills and young children’s 
development through the use of two tools, the Parenting Skills Scale, the tool being 
developed to use with parents, and The Schedule of Growing Skills ll with young 
children. 
 
The relationship was explored using PSS with parents and SOGS ll with their young 
children. A possible flaw in the PSS instrument, impacts on the extent to which this aim 
has been achieved. 
 
The methodology and results of the second action research cycle in evaluating the use of PSS 
together with SOGS ll in practice were discussed. Analysis of PSS quantitative data showed a 
significant difference in the way respondent parents answered at phase 1 and 2 in each of the 
subscales, indicating improvement in parenting skills as detailed in chapter seven. Examination 
of individual responses showed a lower level of confidence in their abilities for some parents at 
phase 2 compared with phase 1. Possible reasons were increased understanding of parenting 
and acknowledgement of their own limitations, a more honest answer at phase 2, or parents 
found at the start of the educational process they were less secure in their attitudes. However, 
these may not have been the true reasons. If respondent mothers themselves had been asked, 
their response may have been different. 
 
Quantitative data from respondent children’s developmental screening results showed the 
following at phase 2. Results for children aged 2 ½ - 3 months showed they were continuing to 
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make progress, particularly in hearing and language, speech and language, and self-care social 
skills. Results for children aged 4 - 4 ½ months showed those making the most progress were 
the ones who needed to the most, as was the case with children aged 5 - 6 months. Children 
aged 15-24 months had made progress, but it was difficult to state if the practical application of 
improved parenting skills was responsible or not, as no child made dramatic improvement in this 
age group.  The four  year old made no apparent  progress but  had already  achieved to an age  
appropriate level. A possible explanation was a health visitor comment that older children made 
less progress in a short time, but this was not proven. The time between phase 1 and 2 was just 
8 weeks. A further issue was the 18-month-old severely disabled twins who although making no 
apparent progress did not regress, a possible indication of the mother’s continuing efforts in 
their care that the group health visitor had observed.  
 
Observations from a health visitor (n=5) involved with each of the five respondent groups were 
that parenting skills had improved, as had the children’s developmental progress. The health 
visitors involved with respondent groups 4 and 5, the most socially disadvantaged, remarked on 
the respondent mothers’ increased confidence at the end of the programme compared with the 
beginning, and in a group with mainly very young children the surprising amount of progress the 
children had made in such a short time. Although a noticeable improvement had been made it 
does not necessarily mean that it would have been maintained or whether continued group 
involvement would have achieved this. 
 
Findings from quantitative data relating to respondent parents using PSS, and respondent 
children using SOGS ll, suggested there was a relationship between parenting skills and young 
children’s development. Quantitative findings, detailed in chapter seven, indicated that in most 
cases respondent children’s developmental progress had improved. In each of these cases, the 
respondent parent’s parenting skills had also improved. Although qualitative data from 
interviews with a health visitor from each group supported quantitative data findings, they failed 
to identify the link between those cases where the child had not progressed and whose parent 
had also made no apparent progress in parenting skills. A response concerning this observation 
could have been made when health visitors were asked if there was anything else they wished 
to say. This anomaly strengthens the case for using both quantitative and qualitative data in the 
study in order to arrive at the truth. 
 
Commitment (Johns 2004) is about caring and being curious. Reflecting on the results in this 
part of the study in seeking to answer the research question, using curiosity to understand them 
and to learn from them, and to question what more could have been done, was potentially a 
way of enhancing practice. An interview with respondent parents, following data collection for 
phase 2, might have supported qualitative data from health visitors that parenting skills and 
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child development were improved, and further supported quantitative data of a relationship 
between parenting skills and young children’s development. It could also have given insight into 
why some parents’ beliefs in their parenting abilities were lower at phase 2 than at phase 1, in 
spite of their child’s developmental progress. Yet it has to be recognised that although these 
may have enhanced the study findings, they may not have done so.  
 
Aim 5. To determine what it is in the parent-child relationship that is essential to the 
building of resilience in all young children. 
 
The study aim was not achieved in identifying what it is in the parent-child relationship 
that is essential to the building of resilience in the young child.  
 
The literature searched suggested that resilience was a composite of development, genetic 
inheritance and environmental factors appearing to protect children from perceived adverse 
circumstances in life. This led to the question that if resilience was not, as would appear, solely 
genetic in nature, could it be nurtured and if so under what circumstances? Resilience appears 
to be an important feature in the parent-child relationship meaning that ‘good enough parenting’, 
previously discussed, and has an advantageous effect on young children’s progress, while poor 
or less than ‘good enough parenting’ has an adverse effect. Yet, although ‘good enough 
parenting’ is regarded as necessary for a child to make satisfactory progress, its apparent 
absence does not always appear to impede the child’s progress. It therefore suggests that there 
are certain features within the parent-child relationship, which are crucial to a child’s progress, 
while others are of less importance. The term, ‘good enough parenting,’ has been discussed 
previously in this chapter. Parenting today, as discussed in chapter one of this study, usually 
means ‘raising children,’ a task which can include not only the natural parents, but can include 
government, teachers, the wider family network and the community. Yet parenting has altered in 
meaning over time and can be affected by history, demography and economics.  
 
Scrutiny of results of data analysis from DEMQ, PSS, SOGS ll and health visitor observations, 
indicated possible adverse factors that did not affect young children’s developmental progress. 
These were unemployment, single parent status, so long as the parent received support from 
family or friends, and being an only child or having siblings. Positive factors identified in the 
respondent parent group, where children were progressing developmentally, were children 
having at least one committed parent, and receiving support from family or friends. Educational 
attainment or a willingness to learn was a further factor, indicating education alone was not the 
decisive factor but the recognition of its importance. All had their own home either owner 
occupied or rented, all said they recognised the importance of meeting their child’s health and 
well being needs, and knew how to show their love for their child. Health visitors involved with 
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the 5 respondent parent groups in the second cycle of the study identified a further factor, which 
was, willingness for parents to ask for advice and support and to act upon it – a factor absent in 
registered children’s parents in the first cycle. Information from health visitor interviews in the 
second cycle revealed little information other than that already known about the resilience 
factor.  
 
Information in this study did, however, affirm findings in Magnusson and Duncan’s (2002) study, 
discussed in chapter two, that concentrating on promoting positive factors within the family, 
independent of poverty, can improve parenting and the child’s progress within the parent-child 
relationship. Yet, findings from Magnusson and Duncan’s (2002) study do not answer what it is 
in the parent-child relationship that encourages the growth of resilience in all young children. It 
failed to answer this question, as did findings from this study. Furthermore, some children still 
develop resilience in spite of apparent ‘inadequate parenting’. This raises questions as to 
whether there really are specific factors that encourage the growth of resilience. 
 
A contradiction in reflective terms (Johns 2004) concerns the learning opportunity in doing what 
is best. It can aid in converting negative feelings to positive ones for future action by gaining an 
understanding of a situation and how to deal with it. Reflection on work to try to achieve this 
study aim produced negative feelings in the researcher. Further reflection did, however, enable 
thinking to refocus on what had been achieved in the interests of improving practice. 
 
Aim 6. To demonstrate the value of evaluating parenting skills in terms of the outcome 
for the child in relation to the individual child and the prospective effect on society as a 
whole. 
 
Although aim 6 appears to have been achieved, in reality it is only in relation to mainly very young children and their parents. The 
possible flaw in the PSS tool again has to be acknowledged as it may have affected PSS results.  
 
Literature searched suggested the government’s acceptance that good parenting makes a 
difference in children’s lives enabling them to mature into future members of a stable society. 
Good parenting, or the concept of ‘good enough parenting’ as used in this study, is 
acknowledged by government, as being necessary to enable children to develop skills for future 
use in producing and maintaining a stable society in the area in which they live. This in turn has 
the potential to influence the social structure of the country and the world. Literature searched 
did acknowledge the importance of evaluating parenting from both the parent and child 
perspective, although within very narrow age bands, not the 0-5 year age band as in this study. 
Literature searched also emphasised the importance of agencies working together to improve 
parenting skills in understanding and meeting their child’s needs.  
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 Evaluating parenting skills in terms of the outcome for the child and the parent, gave an 
understanding of what was happening to the child and possible reasons for it. Children who did 
not appear to be making developmental progress were followed up by the family health visitor. 
This gave opportunity for identifying in what areas the child needed help, if there were issues 
with parenting skills or a possible medical problem in the child and how any remedial work could 
be best achieved in partnership with the parent.  
 
Early intervention, as shown in the case of registered children, was advisable to prevent or 
minimise further delay. Data showed the older the child was the more delayed their 
development. Had PSS been used with registered children’s parents, particularly those not co-
operating with agencies, it could have given them the opportunity to understand their own need 
in relation to parenting skills, and to understand and meet their child’s developmental needs. It 
could have helped them understand the importance of working with agencies and may have 
prevented the removal of their children into the care system.  
 
This aim appears to have been achieved through the evaluation process as described in the 
second action research cycle. Its value was as shown in the literature perused for the individual 
child and as a future adult member of society. However, although results obtained through the 
evaluation process showed that this aim was achieved, most children involved at this stage 
were very young. This suggests that they could be applied to very young children only, rather 
than the whole 0-5 year age range. Inclusion of a larger number of children drawn from the 
whole 0-5 year age group may have produced different results. Similarly, inclusion of the 
parents of children on the child protection register in the study, at the evaluation stage, could 
have given valuable insight into the value of teaching parenting skills in respect of the outcome 
for the child. However, non-cooperation may still have been a factor and they may have refused 
to participate.  
 
Using understanding as part of the reflective process (Johns 2004) aided the making of a 
judgement as to the usefulness of using the PSS tool in conjunction with SOGS ll in evaluating 
the outcome of teaching parenting skills in respect of the parent, and the outcome of the 
practical application of improved parenting skills for the child. Understanding enabled the 
realisation of the potential for improving practice while acknowledging the limitations of the 
study with regard to achieving this aim. Yet, the concept of understanding can be left to 
individual interpretation. One person’s understanding of the same situation may be different 
from another’s, even within the same profession. This is a weakness in the understanding 
process. It strengthens the decision to use the collaborative approach in this study, involving 
health visitors in the Primary Care NHS Trust, in working with the researcher to effect change in 
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practice. It involved sharing knowledge and developing a shared understanding of the need for, 
and direction of change in practice, as discussed previously in this study.  
 
 
 
8.3 The relevance of a separate score in each subscale in respect of the Parenting Skills 
Scale.  
 
The reason for no PSS total score was discussed. The four PSS subscales were concerned 
with the different needs of the child from the parent in achieving developmental progress as 
paediatricians had identified. The items relating to each subscale were concerned with parental 
beliefs about their parenting skills in meeting their child’s needs in that particular area. As 
discussed earlier, a total score could have led to a potentially dangerous misconception in a 
parent believing their parenting skills were ‘good enough’ when in fact improvement was 
required in a particular area. A similar approach was taken in SOGS ll.. Each area of a child’s 
development is important. As with PSS, a total score could have wrongly indicated a child’s 
development was satisfactory when in fact he/she required help in a particular area. The 
researcher also wanted to focus on the positive approach, as in SOGS ll, of non-failure in 
identifying areas where parenting skills were ‘good enough’ and others where help was required 
rather than a rigid pass/fail system with the possibility of a damaging negative effect on the 
parent’s self-efficacy.  
 
‘The Diabetes Self-Efficacy Scale’ (Padgett 1991), from which the concept of PSS was 
derived, did have a total score. Yet, arguably, each subscale was crucially important to 
diabetes self- care beliefs. A total score could result in a misconception that care was 
adequate when it was not. The same argument was used when considering ‘The 
Edinburgh Postnatal Depression Scale’ (EPDS) from which ‘The Feelings and Moods in 
Motherhood’ scale was derived. The scale had a total score and no officially designated 
subscales. Yet, it appeared to have at least two subscales and possibly a third, as a 
positive answer to item 10, irrespective of the total score, required referral. The wording 
for item 10 is, “The thought of harming myself has occurred to me” (Cox and Holden 
2003). The problem of making an exception for the treatment of one item in a scale with a 
total score, is implying there are subscales within the scale. If a total score had been 
relied on, rather than singling out the response to item 10 for a different treatment, in 
practice there is the danger of missing a vitally important indication of the person 
completing the scale needing help. It reflects back on the construction of EPDS as to 
whether it should have been divided into subscales and reliability and validity studies 
carried out accordingly, an issue previously discussed in this study. 
 xcvi
 In considering the value of a whole item correlation, the difficulty was that although items in 
each subscale were measuring parental beliefs in their parenting skills, each subscale was 
concerned with a different area of skill. This was similar to SOGS ll. All items measured a young 
child’s development but they quantified it in different fields. A total item score was not given for 
SOGS ll  as  previously  discussed.  Development  of   SOGS ll  did  not  include  a  whole  item  
correlation (Bellman et al., 1996). Correlating an item with a mix of items measuring, for 
example, visual skills, speech and language skills, and self-care social skills would have been 
valueless. The same applied to PSS and a whole item correlation would not have been of value 
as each subscale was concerned with a different area of parenting skill. 
 
The Parenting Skills Scale score for each scale item was 4 to 1 (the higher the score the lower 
the level of perceived skill. This meant the total score in each subscale was a) = 16-4,  b) = 20-
5,  c) = 16-4 and d) = 16-4 (see appendix 7  8.3). Evidence of ‘good enough parenting’ was the 
effect of the practical application on the child’s developmental progress. This meant considering 
evidence from both PSS and SOGS ll.  An optimum score in each subscale to indicate ‘good 
enough parenting’ is a possible further refinement of PSS that could be considered. It could, 
however, be argued that the outcome of the practical application of parenting skills on the young 
child’s developmental progress is the optimum indicator. 
 
8.4 Discussion about other ways in which the study might have been conducted. 
 
An alternative methodology considered was experimental research. Due to the nature of the 
researcher’s care practice action research methodology was chosen, as it aligned most closely 
with the method in which the research was carried out in the field, satisfying the criteria for the 
use of action research as expressed by Lewin (1947), Cohen and Manion (1994). This was the 
flexibility for different research methods to be employed for data collection at the different 
stages in the two action research cycles.  
 
On reflection, using action research gave the flexibility for different methods to be used in the 
study. It meant the freedom to use the method most appropriate for each part of the study rather 
than trying to compartmentalise the whole research into one type of method. The expectation of 
the different methods used was to answer the different requirements of the research stages in 
obtaining the relevant data. Not being confined to one particular method gave the freedom to 
explore through a variety of methods to seek answers to the research questions, and to add to 
the richness of the quantitative and qualitative data collected. An example of the use of different 
methods, triangulation, which was beneficial in this study, is now briefly referred to. The use of 
triangulation exploits the assets of one approach and neutralises the liabilities of the other (Jick 
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1979). When ascertaining the likely acceptance of the proposed change of developmental 
screening tool to SOGS l, interviews with a small number of GPs afforded in-depth information 
(qualitative data). The results of questionnaires to health visitors were more representative of 
the group but data were more superficial (quantitative data). Results from the two groups taken 
together showed congruence, suggesting results were more likely to be true that the 
introduction of the SOGS l tool into health visiting practice would be acceptable.    
The usability of the data were a particular issue in relation to the PSS scale development and 
the subsequent evaluation stage in conjunction with SOGS ll. PSS was shown to have internal 
reliability. Kline (2000) acknowledged the difficulty in general regarding external reliability. The 
relevance to this study is that similar problems occurred that Kline (2000) had identified. Using a 
test-retest method with a three-month interval raised the problem of ensuring that all 
respondents from the first test were available for the second. If only part of the respondent 
group were available for the second test, there was a risk of the respondent group being 
unrepresentative of the wider group. There was also the possibility that real changes may have 
occurred in the lives of some respondents affecting their response the second time. This type of 
reliability, although desirable, is not essential. It was for these reasons that external reliability 
was not attempted in this study. 
 
Reflecting on the choice of instrument that was used at the validity stage of PSS development 
raised a number of issues. Although the authors of the Feelings and Moods in Motherhood 
scale (FAMIM) had permission from the authors of The Edinburgh Post natal Depression Scale 
(EPDS) to adapt the latter by changing the name of the scale to FAMIM and the sub-titles, 
because no change was made to the scale statements, it was argued that the reliability and 
validity of the scale remained unchanged. However, today thinking has changed to considering 
that any change has the potential to alter an instrument’s reliability and validity for the reasons 
previously given. This is supported in the research regarding the translation of the Leicester 
Cough Questionnaire from English into Dutch (Huisman et al., 2007). Although the instrument 
wording was not changed, it did undergo translation into another language, following which 
further reliability and validity studies were carried out. Results showed the Dutch instrument 
version to be reliable and valid. Retrospectively it could be said that reliability and validity 
studies following translation were not necessary. Yet, it could be argued that it was necessary 
from an ethical and cultural perspective. The latter could alter the meaning and responses to the 
various questions.  
 
Although no research was found to support the claim that changes to the title and subtitles only 
of an instrument did not alter its reliability and validity, it has to be considered. The reason for 
the changes made was to make the EPDS scale more easily accepted by the client group on 
which it was proposed to use it meaning more would have responded which could potentially 
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have increased the reliability and validity of the instrument. In hindsight, the researcher would 
have piloted the use of FAMIM again to test reliability and validity. If results showed FAMIM to 
be reliable and valid, it would then have been used in repeating the concurrent validity stage of 
PSS development. Yet, this is a matter of surmise and results may have shown that FAMIM was 
not reliable and valid. 
 
However, the likely outcome of further testing as described, is an increase in the reliability and 
validity of FAMIM. It suggests a strengthening of the outcome of the concurrent validity stage of 
PSS instrument development. As using FAMIM at the validity stage of PSS development 
without further work as described showed the instrument to be valid, it suggests that the use of 
PSS at the evaluation stage of the second cycle produced valid results. The implications are 
that others can use PSS in its present form, however, further work as described is desirable. A 
further study using the PSS scale with a larger number of children from the whole 0-5 year age 
range and comparing results with the original study could be of value. If results showed no 
difference it would increases the reliability of PSS.   
 
On reflection, the conclusion reached is that inclusion of a larger number of older children, for example 
three to four year olds, could have supported the findings from the first cycle. This was where older 
children showed a greater degree of developmental delay when compared with younger registered 
children, and a greater degree of progress than the comparison group once placed in foster care.  
 
8.5 Limitations. 
 
The evaluation stage included mainly parents with very young children. However, there 
were parents with older children in each group who could have influenced those with 
younger ones, as they had previous experience of being parents.  
 
There was no optimum Parenting Skills Scale subtotal score as an indicator of ‘good enough 
parenting as previously discussed. It could, however, be argued that the outcome of the 
practical application of parenting skills on the young child’s developmental progress is the 
optimum indicator. Further research in this area could indicate its value or otherwise. As the 
research was carried out in one area only, although with a diverse population, it could be 
regarded as a pilot as discussed below.  
 
There were issues concerning the reliability and validity of FAMIM used at the validity stage of 
PSS development as discussed in section 8.4, but further work as described could confirm the 
validity of the tool and hence of PSS. The weakness in the justification given in not measuring 
external reliability as given in chapter six is acknowledged. 
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 It is acknowledged, as a limitation of the study regarding validity of the new tool (PSS), that the 
total score was used rather than registration and consideration of the maximum and minimum 
scores for the population. It means a possible loss of identification of the meaning of the results 
in the PSS subscales, although where there were possible concerns regarding PSS scoring in 
individual subscales the respondent’s health visitor was informed. As previously discussed in 
section 8.3, the problem of this limitation is further compounded by the possibility of subscales 
in EPDS from which FAMIM is derived. Further work on FAMIM is therefore needed to 
investigate this phenomenon before further work on validation of PSS. 
 
8.6 Future research.   
 
Evaluation of the PSS in practice in this study was carried out in one area within the 
West Midlands with a diverse population. Further evaluation involving a number of 
different areas, including a rural area, could afford greater insight into the effectiveness 
of the tool in practice. Assessment of older children in nursery and pre-school classes 
could provide greater insight into the parenting they have received, as they would not 
have had the advantage of having a parent who had attended parenting skills classes. 
 
Research into identifying an optimum subtotal score in each Parenting Skills Scale subscale, as 
an indicator of ‘good enough parenting’ could be of benefit in further refining the tool and 
improving its usefulness as previously discussed. If this approach were taken, care would be 
needed to prevent the development of a rigid pass/fail system with its possible detrimental effect 
on parents perceiving themselves as failures. 
 
The present scale could be adapted for use with parents of older children in conjunction with an 
identified screening tool for 5 – 18 year old children. This could be a useful measure in helping 
both the parent and child, for example, in situations where there are difficulties in the parent-
child relationship.  
 
8.7 Summary of reflection on the research study. 
 
The contribution to knowledge consisted of the development and evaluation of the Parenting 
Skills Scale used in conjunction with The Schedule of Growing Skills ll, a previously developed 
screening tool used in measuring young children’s developmental progress. The study has 
shown that the Parenting Skills Scale when used in conjunction with The Schedule of Growing 
Skills ll is an effective tool in providing an indication of the outcome of teaching parenting skills 
to parents, for both the child and the parent. In spite of advice to move away from the routine 
use of measuring tools (Hall and Elliman 2003), this study has shown that selective use of a 
 c
new tool with good internal reliability, although with questionable validity at this stage, 
can raise awareness of a potential need for such a tool which might positively facilitate 
the evaluation of professional interventions in improving outcomes for young children, 
as well as providing positive feedback for parents. Furthermore, the study fulfils the 
requirement of the Nursing and Midwifery Council (2002) that its members base their practice 
on  best  possible  research  evidence.  As  Fink  (2008)   emphasises,  measuring   intervention  
outcomes is important to effective practice. The greatest challenge remaining is to ensure that 
the evidence used is based on rigorous and robust research. In this study it has been identified 
that one of the tools used may not be wholly rigorous, and as such the findings are to be 
considered in the light of this.  
 
The intellectual basis of the study has afforded the researcher the opportunity to consider the 
wider implications of parenting, not only for the individual child, but also for society as a whole. 
Involving health visitors in the field in the study enabled the development of a shared 
understanding of the need for change in one area of practice, and the direction in which change 
should take. It empowered health visitors to ensure that their practice was evidence based, and 
that outcomes were clearly measurable. The possible weakness in validity stage of the 
Parenting Skills Scale (PSS) development has been acknowledged. Reflection on this issue has 
given the researcher the opportunity to consider the implications for an established tool, the 
Edinburgh Postnatal Depression Scale (EPDS), (used at the validity stage of PSS development 
as ‘Feeling and Moods in Motherhood Scale’). There was a possible weakness in the reliability 
and validity of EPDS and implications for results of its use in practice as previously discussed. 
The use of The Parenting Skills Scale, with additional work, as suggested previously in this 
chapter, has the potential to lead to greater satisfaction for the parent and professional, in 
working together, to achieve the best possible outcome for the child, as an individual, and as a 
future useful member of society as a whole.  
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CHAPTER NINE  
 
CONCLUSION. 
 
 
This chapter commences with the main conclusions of the study. The achievement of the 
research questions is then considered, followed by the implications for practice and a reflective 
account of the conduct of the study.  
 
9.1 The main conclusions of the study. 
 
The main conclusions are: 
 
1. Following an extensive and focussed review of the relevant literature a conceptual 
framework was developed. The purpose of the framework was to reflect the links 
between child development and parenting skills, with consideration of how parenting 
skills might be enhanced, through specific teaching, in order to effect a positive impact 
on child development where this was below the expected norms.  
2. Introducing new valid and reliable measurement tools, The Schedule of Growing Skills l 
(SOGS l) and The Schedule of Growing Skills ll (SOGS ll) was considered to be 
relatively effective from the stakeholder perspectives.  
3. The development of new ways of measuring the efficacy of parenting enabled the 
testing of the conceptual model. 
4. The definitive factors essential to the building of resilience in the young child were not 
identified. 
 
9.2 Consideration of the achievement of the research questions in relation to the conclusions.  
 
1. Is there a relationship between parenting skills and young children’s developmental progress?  
In considering the first of the main conclusions, enough information was found in the literature to 
develop a conceptual model for this area of work. The conclusion reached is that this 
conceptual model can be used to guide research and ensure that all relevant issues are 
included.   
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 Information found in the literature indicated a definite link between parenting skills and young 
children’s developmental progress. Evaluating the use of The Schedule of Growing Skills l 
(SOGS l), following its introduction into health visiting practice and in the specialist area of child 
protection, suggested a link between parenting skills and young children’s developmental 
progress. Evaluating the use of the Parenting Skills Scale (PSS) in conjunction with the 
Schedule of Growing Skills ll (SOGS ll) in practice, affirmed the link between parenting skills and 
young children’s developmental progress.  
 
2. Does teaching parenting skills to parents of young children improve parenting skills? 
This question is considered in relation to the third main conclusion. No evidence was found in 
the literature of a tool to measure the parenting skills of parents with children in the whole 0-5 
year age range. This was in spite of the literature confirming the link between parenting skills 
and young children’s developmental progress. The failure to identify a tool provided the 
rationale for developing the Parenting Skills Scale – PSS.  
 
The use of PSS in evaluating the outcome of teaching parenting skills, did show that in most 
respondent parents’ parenting had improved. Where parents’ parenting had improved, their 
children’s developmental progress had also improved, as shown by the use of the SOGS ll tool. 
There were 4 cases where children’s development showed a lack of improvement, and 
development was below the expected norm for their age. Perusal of the PSS results for the 
mothers of these children indicated a lack of progress as an outcome of being taught parenting 
skills. While this can be seen as further evidence of a link between parenting skills and young 
children’s developmental progress, it does not explain why there was an apparent lack of 
progress in both the parent and child. There may have been problems in the parents’ lives 
inhibiting their ability to make progress in learning parenting skills. There may also have been 
undiagnosed medical and/or developmental problems in the children. It was beyond the remit of 
the researcher to investigate these cases further, but the family health visitor for each of these 
children was made aware that these cases needed to be followed up. 
 
3. Does the practical application of improved parenting skills improve the developmental progress of young children?   
The second main conclusion is considered in answering this research question. The 
researcher introduced the use of SOGS ll into health visiting practice in Dudley Primary 
Care NHS Trust. It was a better tool than the one used previously, as it enabled a more 
detailed understanding of the individual child within the family context. This helped 
health visitors to consider parenting and where it might fall below the ‘good enough 
parenting’ level. If this was found to be the case, it was felt that teaching the parents 
some parenting skills might enhance the parenting, and finally affect the child’s 
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development in a positive way. Evaluation of the teaching of parenting skills and their 
practical application by the use of PSS in conjunction with SOGS ll in this study, showed 
the outcome was an improvement in the child’s developmental progress. 
 
 
Ascertaining respondent parents’ beliefs about their own parenting skills before and after they 
undertake a parenting skills programme is not sufficient. The problem with this approach is that 
parenting skills are not only about acquiring knowledge, but are also about their practical 
application. Using a measure with the parent alone is therefore insufficient.  A topical example 
of the inadequacy of this approach is that of child A’s mother, referred to as child P in the 
media. The focus appears to have been on the mother who was taught parenting skills shortly 
before her child died (Haringay Local Safeguarding Children Board Serious Case Review Child 
‘A’ Executive Summary November 2008). It is therefore particularly important to find out the 
outcome of the application of apparently improved parenting skills on the young child’s 
developmental progress.  
 
4. What is it in the impact of inadequate parenting skills on the child that enables one 
child  to cope while another does not?   
The literature explored failed to identify definitive factors essential to the 
building of resilience in the young child. It did, however, reflect findings in 
Magnusson and Duncan’s (2002) study,  that concentrating on promoting 
factors within the family, independent of poverty, could improve parenting and 
the child’s developmental progress. These findings had implications for practice 
in the teaching of parenting skills focusing on promoting factors that could bring 
about improvements in parenting independent of poverty. Although the fourth 
main study conclusion showed a failure to identify the definitive factors essential 
to the building of resilience, findings emerging from the search in this area were 
of value in directing the focus of teaching parenting skills. 
 
9.3 Implications for practice. 
 
Currently, the emphasis is on agencies working together for the safeguarding of children in its 
broadest sense. HM Government (2006) stated it was essential that all agencies worked in 
partnership with parents and children in serving the best interests of the child. This approach is 
further supported by the advent of Children’s Trusts, composed of different agencies working 
jointly, pooling their knowledge and expertise, and in Staying Safe Action Plan (HM Government 
2008).  
 civ
 There was a possible flaw in using FAMIM in the concurrent validity stage of scale 
development. This has been fully discussed previously in the study. The possible flaw means 
that caution has to be exercised in accepting findings from the use of the tool. Had a pilot study 
been undertaken to validate the Feelings and Moods in Motherhood (FAMIM) tool (Edinburgh 
Postnatal Depression Scale with an apparently more user-friendly title and subtitles), the 
possibility is that the validity of the tool would have been increased,  but this was not tested.  As  
the results from the use of the tool are not accepted in isolation, but are considered in 
conjunction with results from SOGS ll (triangulation), it means that the results of the one tool are 
used to confirm the findings from the other. It was this approach that was used at the evaluation 
stage in this study. Perusal of results from the individual parent compared with developmental 
screening results in the child showed a relationship between progress made by the parent and 
the application of improved parenting skills (or lack of) on the child’s developmental progress. 
The approach taken in this study demonstrates the value of using more than one tool in the 
evaluation process. 
 
The use of PSS in its present form has shown that the Parenting Skills Scale, developed and 
evaluated in this study, has a useful part to play when used in conjunction with The Schedule of 
Growing Skills ll in evaluating the outcome of health visitor effectiveness for both the child and 
parent. Other professionals working with parents and children could use it, or it could be used in 
partnership working with other agencies. The work in this study is of particular relevance in 
relation to the Every Child Matters initiatives and the integration of children’s services. The 
emphasis in the future is likely to be even closer collaborative working between agencies in 
respect of services for children. 
 
The Parenting Skills Scale could also be used in conjunction with any other validated 
developmental screening tool for use with young children. In the climate of clinical governance 
today, the Parenting Skills Scale has a useful role to play. A Profile sheet is presented in 
appendix seven 8.5 easily understandable by parents and similar to the SOGS II profile sheet. 
 
Of particular importance, are findings from the first cycle supporting the Government’s argument 
that parenting skills should be taught as early as possible to minimise the impact of poor 
parenting on young children’s development. This is seen in the case study approach where 
parenting skills were not ‘good enough’ and children’s development was delayed. The older the 
child was, the more development was delayed. It means that care needs to be taken to ensure 
teaching parenting skills to parents who need it is not delayed until their children are older, as 
this action could not be supported ethically. Although the reason why parenting skills should be 
taught early where applicable has been identified, there is a potential problem of how relevant 
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cases can be identified in practice. At present there is a decline in health visitors, who offer a 
universal service to all young children and their families. If this trend is not reversed, it could 
lead to an increase in cases where the need for early input to improve parenting skills are not 
identified, and an increase in the number of young children with developmental delay. 
 
The PSS Scale’s use in conjunction with SOGS ll in supporting children in families with children 
at risk of, or who have suffered significant harm, could be beneficial in  aiding agencies  working  
 
together with the family. Use of the PSS Scale could be beneficial in helping the parents to 
recognise the benefit of co-operating with agencies. It would provide them with positive 
feedback as to the progress both they and their young child(ren) had made. Use of the PSS 
Scale could be achieved and managed in a multi-agency children’s team within the Children’s 
Trust further supporting the Every Child Matters initiatives.  
 
Validity studies of the use of FAMIM at the concurrent validity stage of scale development could 
further strengthen the validity of the PSS scale. It could confirm the tools use, in conjunction 
with a validated tool for measuring young children’s developmental progress, in measuring the 
outcome of the practical application of improved parenting skills on the young child’s 
developmental progress. 
 
A further implication for practice is the teaching of parenting skills to improve the young child’s 
developmental progress as previously discussed. Focusing on areas independent of poverty to 
improve parenting and the child’s developmental progress, within the parent-child relationship, 
is an important factor.  
 
The finding from the study suggesting that teaching parenting skills in an informal manner by a 
health professional, where parents and their young children remain together, was more 
successful, than where teaching by a teacher on a formal basis, with parents and children 
separated has implications for practice. It is important to consider what works best in the 
interests of the child as well as the parent, rather than what is most convenient for the person 
teaching. 
 
A lesson learned concerning the possible flaw in the validity of PSS is that caution should be 
exercised where tools used in local services for patient care have been modified in any way and 
have not been revalidated. There is the possibility of a potential risk that such tools could 
produce inaccurate results, posing a potential risk to patient/client care.  
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9.4 A reflective account of the conduct of the study. 
 
As some time has elapsed since the start of the study, it has to be acknowledged that there 
have been improvements in databases, and the body of knowledge has been added to. In an 
effort to overcome this latter problem, the literature has been returned to and updated 
throughout the study period.  
 
The use of ethical principles to prevent harm to study respondents have been described and 
adhered to. Only validated  tools were used in the study to prevent  compromising the  quality of  
the data obtained and to prevent harm to respondents. This approach was acceptable to the 
ethics committees of the Primary Care NHS Trust and the University. The ethics committee 
process is particularly concerned with ensuring that harm, or potential harm to respondents 
involved in research is minimised or prevented entirely. This is of particular importance where 
young children are concerned, as they do not have the ability to protect themselves due to their 
limited understanding. The exception to the use of only validated tools was the possible flaw in 
the concurrent validity stage of PSS development as previously acknowledged. 
 
The researcher remains convinced of the need for the study. The first action research 
cycle involved identifying the need for change in health visiting practice and the 
introduction of a validated tool for use in developmental screening in young children. 
Evaluation of the new tool, SOGS l in practice, and health visitor identification of a link 
between parenting skills and young children’s developmental progress, was influential in 
progressing to the second action research cycle. This was concerned with the 
development and evaluation of a tool (PSS) to measure parenting skills and their 
practical application on the young child’s developmental progress used in conjunction 
with SOGS ll – an updated and revalidated version of SOGS l. 
 
An alternative methodology considered was experimental research, but the criteria were not 
satisfied in the first or second part of the study (cycles one and two). On reflection, the 
methodology chosen, action research, allowed for the freedom and flexibility to use different 
methods appropriate to the different stages of the study and different methods of data 
collection. The latter allowed for the use of triangulation, the use of different methods of data 
collection both quantitative and qualitative, the use of the one method supporting any weakness 
in the other. This was particularly important where small numbers of respondents were 
concerned as in the case study approach in evaluating the use of SOGS l in the specialist area 
of health visiting practice, child protection.  
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Action research methodology aligned most closely with the circumstances in which the research 
was carried out in the field, satisfying the criteria for the use of action research as expressed by 
Lewin (1947), Cohen and Manion (1994). This was the flexibility for different research methods 
to be employed for data collection at the different stages in the two action research cycles. Not 
being confined to one particular method gave the freedom to explore through a variety of 
methods to seek answers to the research questions. 
 
On reflection, in cycle one, a pilot study should have been undertaken involving a larger number 
of respondent health visitors, parents of 0-5 year old children, social workers and GPs in testing 
the use of the tools used at the exploratory stage. The purpose at this stage was to find out the 
views of the proposed change of developmental  screening tool  by those most closely  affected  
by it. The decision of the Director of Nursing Services to involve only small numbers of 
respondents at the exploratory stage, (apart from all health visitors in the Primary Care NHS 
Trust), should have been challenged. Increased numbers of all respondents at the pilot stage 
might have resulted in changes to the tools used and more robust findings from results as to the 
likely acceptance of the proposed change.  
 
A pilot of the tools used to evaluate the use of SOGS l in practice at 6 weeks and 10 months 
following its introduction should have been undertaken. This might have resulted in an 
improvement in the wording of the questionnaires developed for use at these stages, and an 
improvement in the results obtained from their use.  
 
Similarly, a pilot of the interview schedule used with registered children’s health visitors, 
together with the case study approach, used to evaluate the use of SOGS l in the specialist 
area of health visiting, child protection, might have resulted in changes to the schedule used, 
and  improved  the robustness of the results obtained. 
 
In the second cycle, on reflection, the researcher would have retested the validity of FAMIM  
(EPDS with a change of title and subtitles) prior to using it at the validity stage of PSS 
development. The researchers using FAMIM had written permission to make the changes from 
the authors of EPDS as at the time it was believed that because no change had been made to 
the tool items the validity of the tool was not affected. Today, thinking has changed. Any change 
to an instrument has the potential to alter its validity. The changes made for FAMIM were 
intended to make the tool more acceptable to the client group for which it was intended. The 
possibility was that this might have increased the validity of the tool, but it was not tested. 
 
A different approach could have been taken at the evaluation stage in the second cycle by 
recruiting a comparison group of parents, who had not attended parenting skills training, and 
using their children as a comparison group for the children in the study. A possible difficulty with 
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recruitment might have arisen. Parents in the comparison group might have felt they were being 
criticised for not attending parenting skills training and felt pressurised into doing so in the 
future. More effort should have been made to overcome the problems cited in chapter six for not 
doing external reliability for PSS. Lack of external reliability is acknowledged as a weakness of 
the tool. 
 
Inclusion of respondent parents from other areas, at the evaluation stage of the use of PSS in 
conjunction with SOGS ll in the second cycle, could have strengthened the findings of this 
stage. The original plan, for which ethical approval was obtained from the appropriate ethics 
committee, was for respondent parents from a multi-cultural/multi-racial area of Birmingham to 
be involved at this stage. It was not possible to include Birmingham respondent parents at this 
stage due to acute, ongoing staff shortages. Other areas, including rural settings at this stage 
should have been included. 
 
In spite of the flaws in the way in which the study was carried out, results when considered as a substantial pilot do suggest the 
value of the use of PSS in conjunction with SOGS ll in evaluating the outcome of the teaching of parenting skills, and their practical 
application on the young child’s developmental progress, and for the parent.  Early identification of possible problems in the parent-
child relationship, remedial work to address these, including the evaluation process described in this study, has the potential to 
improve the long term outcome for the young child and for society as a whole.  
 
9.5 Area of new knowledge. 
 
This study has shown that areas of new knowledge are as follows: 
 
Findings from the study appear to suggest that parents and young children should not be separated when attending parenting skills 
training. Furthermore, an informal approach to teaching by a health professional with parents and young children remaining together 
is a more beneficial approach to teaching parenting skills in terms of the outcome for both parent and child. 
 
Potential new knowledge is through developing a tool to measure parenting skills, used 
in conjunction with SOGS ll, in evaluating the outcome of improved parenting skills on 
the young child’s developmental progress. PSS is a quick, simple and effective means of 
evaluating the parent’s self-beliefs concerning their parenting skills for use with parents 
of children in the 0-5 year age band. These early years are the acknowledged critically 
formative years of a young child’s life.  
 
9.6 Areas for future study. 
 
Areas for future study are: 
 
Measuring the outcome of teaching parenting skills to parents and the outcome of the practical 
application of improved parenting for the child, can identify whether or not the outcome is 
satisfactory for both parent and child and where further help is needed; (this method of outcome 
 cix
evaluation had not been used with either the study or local population). This is a 
recommendation for further research and further developmental work. 
 
 
Further evaluation of the use of PSS in conjunction with SOGS ll involving a number of different 
areas, including a rural one, could afford greater insight into the effectiveness of this approach 
in practice. Assessment of older children in nursery and pre-school classes could provide 
greater insight into the parenting they have received, as they would not have had the advantage 
of having a parent who had attended parenting skills classes.  
 
Research into identifying an optimum subtotal score in each Parenting Skills Scale subscale as 
an indicator of ‘good enough parenting’ could be of benefit in further refining the PSS tool and 
improving its usefulness.  
 
The present scale could be adapted for use with parents of older children in conjunction with an 
identified screening tool for 5 – 18 year old children. This approach could be of use in helping 
both the parent and child, for example, in situations where there are difficulties in the parent-
child relationship where children are 5-18 years of age.  
 
Further research in an area identified through the literature review could be of potential benefit 
in the understanding of family dynamics. It concerns research to find out if the second surviving 
child takes over the role of the first-born, when the oldest child in a family is removed through 
death or for some other reason.  
 
In conclusion, the use of the Parenting Skills Scale has the potential to lead to greater 
satisfaction for the parent and professional, in working together to achieve the best possible 
outcome for the child as an individual, and prospective member of society. 
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Appendix 1 (for chapter one). 
 
Information relating to chapter one section 1.9   
 
Bayley-lll Scales of Infant Development (from part of an example of a 
caregiver report) http://harcourtassessment.com/NR/td   
 
What does the Bayley–III measure? 
The Bayley–III has three major parts that are tested with the child: Cognitive, 
Language, and Motor. The Questionnaire that you completed looks at your child’s 
Social-Emotional and Adaptive Behavior development. 
 
* The Cognitive Scale (Cog) looks at how your child thinks, reacts, and learns about the 
world around him or her. 
* Infants are given tasks that measure their interest in new things, their attention to 
familiar and unfamiliar objects, and how they play with different kinds of toys. 
* Toddlers are given items that examine how they explore new toys and experiences, 
how they solve problems, and their ability to complete puzzles. 
* Preschool-age children are given items that measure pretend play and activities such 
as building with blocks, color matching, counting, and solving more complex puzzles.  
 
* The Language Scale (Lang) has two parts. 
* The Receptive Communication (RC) part looks at how well your child recognizes 
sounds and how much your child understands spoken words and directions. 
* Infants are given items that measure his or her recognition of sounds, objects, and 
people in the environment. 
* Toddlers are given items that ask them to identify pictures and objects, follow simple 
directions, and perform social routines such as wave bye-bye or play peek-a-boo. 
* Preschool age children are asked to follow more complex directions, identify action 
pictures, and are given items that measure his or her understanding of basic grammar. 
 
* The Expressive Communication (EC) part looks at how well your child communicates 
using sounds, gestures, or words. 
* Infants are observed throughout the assessment for various forms of non-verbal 
expressions such as smiling, jabbering expressively, and laughing. 
* Toddlers are given opportunities to use words by naming objects or pictures and 
answering questions. 
* Preschool age children are also given the opportunity to use words and to answer 
more complex questions. 
 
* The Motor Scale (Mot) has two parts. 
* The Fine Motor (FM) part looks at how well your child can use his or her hands and 
fingers to make things happen. 
* Infants are assessed for muscle control such as following movement with their eyes, 
bringing a hand to their mouth, and reaching and/or grasping an object. 
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* Toddlers are given the opportunity to demonstrate their ability to perform such tasks 
as stacking blocks, drawing simple shapes, and placing small objects such as coins in a 
slot. 
* Preschool age children are asked to draw more complex shapes, build simple 
structures using blocks, and use scissors to cut paper. 
 
* The Gross Motor (GM) part looks at how well your child can move his or her body. 
* Infants are assessed for head control and their performance on activities such as 
rolling from side to side, sitting upright, and crawling motions. 
* Toddlers are given items that measure their ability to crawl, make stepping motions, 
support their own weight, stand, and walk without assistance. 
* Preschoolers age children are given a chance to demonstrate their ability to climb 
stairs, run, maintain balance, kick a ball, and other activities requiring full body control 
or coordination. 
 
* The Social-Emotional (SE) portion of the Social-Emotional and Adaptive Behavior 
Questionnaire measures development in infants and young children by identifying 
social-emotional milestones that are normally achieved by certain ages. 
 
* Caregivers of infants are asked to give feedback on their child’s level of interest in 
colorful or bright things, ease of getting the child’s attention, ease of calming the child, 
and how often the child responds to others by making sounds or changing facial 
expression. 
 
* Caregivers of toddlers are asked to respond to items that assess their child’s ability to 
take action to get their needs met, ability to imitate others in play, the child’s use of 
imagination in play, and how the child uses words to communicate. 
 
* Caregivers of preschool children are asked about their child’s interactions with peers 
and adults, ability to explain what they need and why, ability to describe how they feel, 
and ability to use emotions in an interactive, purposeful manner. 
 
* The Adaptive Behavior portion of the Questionnaire asks caregivers to respond to 
items that assess their child’s ability to adapt to various demands of normal daily living. 
Depending on the child’s age, children are measured on some or all of the following 
areas: 
* Communication (Com): speech, language, listening, and nonverbal communication 
skills 
* Functional Pre-Academics (FA): skills such as letter recognition and counting 
* Self-Direction (SD): skills such as self-control, following directions, and making 
choices 
* Leisure (LS): activities such as playing and following rules 
* Social (Soc): getting along with other people, including skills such as using manners, 
assisting others, and recognizing emotions 
 
* Community Use (CU): interest in activities outside the home 
 
 cxxxiv
* Home Living (HL): helping adults with household tasks and taking care of personal 
possessions 
 
* Health and Safety (HS): knowledge of basic health activities (wearing coat when cold 
outside) and physical dangers (hot stove) 
 
* Self-Care (SC): activities such as eating, toileting, and bathing 
 
* Motor (MO): locomotion and manipulation of objects 
 
Your Child’s Test Results 
The scores indicate how well your child performed compared to a group of children 
within the same age range from across the United States. 
* The highest possible score on a subtest is 19, and the lowest possible score is 1. 
* Scores from 8 to 12 are considered average. Although the Bayley–III is a test of 
development, a child’s scores on this test can also be influenced by motivation, 
attention, interests, and opportunities for learning. Please keep in mind that a few test 
scores cannot assess all of the skills that your child might be capable of using. 
The scores from the Bayley–III help the assessment specialist decide if your child is 
progressing well or if your child is having difficulties in certain skill areas or with 
certain activities. Together with the assessment specialist, you will use this and other 
information to decide whether your child needs further assessment and 
how best to enrich your child’s development and encourage your child’s growth. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Bayley-III Scales of Infant Development Caregiver Report 
(example of). 
 cxxxv
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 2 (for chapter two). 
 
Information concerning the Reynell Developmental Language scales 
referred to in chapter two section  2.6.  
 
http://shop.nfer-nelson.co.uk/icat/reynelldevelopmentallangu   
Reynell Developmental Language Scales III: The University of 
Reading Edition 
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Author(s): Susan Edwards, Paul Fletcher, Michael Garman, Arthur Hughes, Carolyn Letts 
and Indra Sinka 
 
Suitable For: Speech and Language Therapists 
Age Range: 15 months - 7 years 6 months 
Administration: Individual 
Timings: 30 - 40 minutes 
 
 
 
 
A comprehensive assessment for professionals working with children with 
language difficulties. 
Reynell Developmental Language Scales III (RDLSIII) reflects current views on language 
development and is a norm-based practical tool for everyday clinical use. It includes two 
scales - the Comprehension and the Expressive Scales. The scales contain 62 items and 
focus on the structural aspect of language and how they contribute to its acquisition and 
use, and examine disorders that can occur in either area.  
The Comprehension Scale is organised into 10 sections:  
• Single Words  
• Relating Two Named Objects  
• Agents and Actions  
• Casual Constituents  
• Attributes  
• Non Phrases  
• Locomotive Relations  
• Verbs and Thematic Role Assignment  
• Vocabulary and Complex Grammar  
• Inferencing  
The Expressive Scale is organised into 7 main sections:  
• Simple Words  
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• Verbs and Phrases  
• Infections - Plurals, Third Person  
• Past Tense  
• Clause Elements  
• Auxiliaries - Negatives, Questions and Tags  
• Complex Structures - Imitation, Correction of Errors and Utterance Completion  
Benefits:  
• Most of the sections have explicit linguistic focus, allowing you to use section scores 
to make judgements about areas of strength and need  
• Uses engaging pictures, toys and finger puppets to help maintain the child's interest 
throughout the testing session  
• Includes separate raw scores for the Comprehension and Expressive Scales, which 
can be converted to age equivalent scores and percentile scores, enabling comparison  
• Offers true reliability through standardisation on a large representative sample  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX 3 (for chapter four). In cases where tables are over more than one page, the 
title is included at the top and bottom of the table. Percentages are rounded up or down to the 
nearest whole figure. 
 
Section 4.13 stage 5b relating to the formulation of questionnaires in chapter four 
 
 
Modules of the questionnaire Question(s) 
a) Ascertaining health visitors’ knowledge 
of child development. 
1 
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b)  Health visitors’ view of the usefulness 
of routine  developmental  screening    in 
children aged 0-5 years. 
 
2, 3 & 4 
c) Health visitor views about Modified 
Griffiths developmental screening tool and 
length of time they had used it. 
 
 
5, 6 & 7 
d) (Questions 8,9,10&11) Health visitor 
experience of using any other 
developmental screening tools with young 
children. 
 
8, 9, 10 & 11 
e) Health visitors’ satisfaction with using 
Modified Griffiths. 
 
12 
f) Preparedness to change to a research 
based  tool  if  not  satisfied  with  using 
Modified Griffiths. 
 
13 
g)) Age group of health visitor.  14 
Flowchart indicating modules and sequencing by questions in the questionnaire for 
health visitors. 
 
a) Ascertaining health visitors’ understanding of child development including its progressive 
nature from immaturity to maturity as an adult and parental involvement. Chapter one discussed 
the different aspects of child development from the paediatric, psychological, scientific and 
philosophical perspective and the importance of the different stages in development from 
helpless infant to the mature adult. It considered the important role of parents in enabling this 
process to take place. Chapter two in particular considered good ‘enough parenting’ to enable 
the child to achieve developmentally from the perspective of the child as an individual and as a 
future member of society.  
 
b) A further way in which the literature informed the questionnaire was in finding out health 
visitors’ views as to the importance of routine developmental screening. The literature referred 
to is in chapter four (section 4.11) as the study was being undertaken at the time of the debate 
around the value of developmental screening in general. It was therefore relevant if a change of 
developmental screening tool was being considered to find out health visitor views in the 
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Primary Care NHS Trust as to whether they saw it as a relevant part of their work. If not, it was 
questionable if the pursuit of the proposed change was achievable or appropriate. A further link 
is to chapter 3 section 3.7 and the partnership approach in all agencies working in partnership 
with parents (Sheridan 1975, Bellman et al 1996). 
 
c) Health visitors were aware that the Griffiths scale Modified Griffiths that they were currently 
using was not research based and that it did not cover all areas of a young child’s development 
(Reynolds 1992). This was the reason for asking questions about if they were satisfied with 
using the tool and how long they had done so. Length of time in using the tool was relevant as 
by implication if someone had used a tool for a long time they would be more likely to belong to 
an older age group. Older people can find it difficult to learn new skills (Mitchell and Larson 
1987).  
 
d) The literature indicated that there were other tools currently being used including Denver developmental 
screening test and The Schedule of Growing Skills  (Hall 1999). Asking the question about use of any 
other tools was potentially useful in finding out their experience and if they found these more useful than 
the Griffiths scale Modified Griffiths. The following question concerning whether or not they were satisfied 
with using the current tool was not only to enquire as to their level of satisfaction but also whether they 
were aware of the literature regarding developmental screening and the reason why change should be 
considered.  
 
e) The next two questions crucially asked firstly if they were not satisfied with using Griffiths scale Modified 
Griffiths and secondly,  
 
f) if they would be prepared to change to a research-based tool. The literature relating to questionnaire 
design as indicated in chapter four (Oppenheim 1992) advised putting specific questions of this nature 
towards the end of a questionnaire as if it were placed near to the beginning it could potentially 
discourage participants from answering the questionnaire. 
g) The final question, which was of a personal nature relating to health visitors’ age, was placed 
at this point for the same reason. The age group to which the health visitor belonged was 
important as older people can find it difficult to learn new skills (Mitchell and Larson 1987 
chapter four).  
 
The questionnaire for parents.  
Questions 1 and 2 were linked to literature in chapter three (section 3.7) concerning the 
partnership approach between parents and all agencies working with them in serving the best 
interests of the child. This approach can empower and enable parents to be ‘good enough’ in 
the upbringing of their children (The Children Act 1989, Birchall 1995, DOH 1999, NMC Code of 
Professional Conduct 2002.  
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 Question 3 is linked to literature in chapter one and the role of parents. See section a) of 
explanation for health visitor questionnaire link to literature. 
 
Question 4 is linked to the partnership approach. See explanation in health visitor questionnaire 
section b), and questionnaire for parents questions 1 and 2. 
 
Questions 5, 6, 7, 8, 9 and 10. The literature link for question 1 is indirectly linked to these 
questions. The partnership approach in health care and the way in which parent held records 
can help in this respect is discussed by Charles (1994). 
 
Questions 11 and 12 ask specific personal questions about the age of the child and parent. The 
reason for their place at the end of the questionnaire is as explained in section g of the health 
visitor questionnaire. 
 
Questionnaire for social workers. 
The literature link for questions 1 and 2 is as covered in section a) of the health visitor 
questionnaire. 
Questions 3, 4, 5, 6, 7, 8, 9 and 10 are indirectly linked to partnership working between 
agencies when working with families as covered in chapter three (section 3.7) and as discussed 
in the health visitor questionnaire section b). This implies the sharing of relevant information.  
 
Questions 11 and 12 were placed at the end of the questionnaire for the reason given in section 
g of the health visitor questionnaire. 
 
Semi-structured interview schedule for use with General Practitioners. 
 
Question 1 - see explanation for health visitor questionnaire section a)  
Questions 2, 3, 4, 5 and 6 relate to literature concerning partnership working as indicated in 
section b of the health visitor questionnaire. 
 
Questions 7 and 8. See information given for section d of the health visitor questionnaire. In this 
instance it was to ascertain the GP’s knowledge of developmental screening tools. 
 
. 
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Questionnaire 4.13  A for health visitors prior to introduction of SOGS. 
 
QUESTIONNAIRE FOR HEALTH VISITORS 
 
Please tick the appropriate box or write your answer as indicated. 
 
1 In your opinion, what is the purpose of developmental screening?  
Please write your answer. 
 
 
 
 
 
 
2 Do you think that routine developmental screening of all 0-5 year old 
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children is beneficial?  
 
Yes  (    )              No  (    ). 
  
3 If you answered ‘yes’ to question 2, please state what you believe the 
benefits to be. 
 
 
 
 
 
 
  
4 If you answered ‘no’ to question 2 please give reasons for your answer. 
 
 
 
 
 
 
  
5 How long have you used the developmental screening tool Griffiths 
Scale (Modified Griffiths) currently used by Dudley health visitors? 
 
0-5 years  (   )    6-10 years  (   )   11-15 years  (   )   16-20 years  (   ) 
 
21 + years  (   ). 
 
 
 
 
 
6 What do you see as the strengths of the Griffiths Scale (Modified 
Griffiths) developmental screening tool?  Please write your answer. 
 
 
 
 
 
 
 
 
7 What do you see as the weaknesses of the Griffiths Scale (Modified 
Griffiths) developmental screening tool?  Please write your answer. 
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8 Have you ever used any other developmental screening tool with 0-5 
year old children?  
 
Yes  (   )   (continue to question 9). 
No    (   )   (go to question 12). 
  
9 Please state which other developmental screening tool(s) you have 
used. 
 
 
 
 
 
 
10 Did you find the tool(s) were more effective than Griffiths Scale 
(Modified Griffiths)? 
 
Yes  (   )         No  (   ). 
  
11 If you answered ‘yes’ to question 10, please give reasons for your 
answer. 
 
 
 
 
 
 
 
12 Are you completely satisfied with using Griffiths Scale (Modified 
Griffiths) developmental screening tool? 
 
Yes  (   )  Please go to question 14. 
No    (   ) 
  
13 If you answered ‘no’ to question 12, would you be prepared to consider 
using a more effective developmental screening tool as indicated 
through research? 
 
Yes  (   )       No  (   )  
  
14 To which of the following age groups do you belong? 
 
25-30 years  (   )     31-45 years  (   )      46-60 years  (   ) 
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 61-65+ years  (   ). 
 
 
 
Are there any other comments which you would like to make? 
 
 
 
 
 
 
 
 
 
 
 
 
 
YOUR HELP IN COMPLETING THIS QUESTIONNAIRE IS VERY MUCH APPRECIATED. 
 
 
 
 
 
 
 
 
Percentage response to health visitor questionnaire 
Number sent out Number returned Percentage 
40 27 68% 
 
 
 
Number Question Yes No No response 
2 Do you think that routine 
developmental screening 
of all 0-5 year old 
children is beneficial? 
22 4 1 
8 Have you ever used any 
other developmental 
screening tool(s) with 0-
5 year old children? 
8 18 1 
10 Did you think the tool(s) 
were more effective than 
Griffiths Scale (Modified 
Griffiths)? 
5 3 19 
12 Are you completely 
satisfied with using 
Griffiths Scale (Modified 
Griffiths) developmental 
screening tool? 
7 19 1 
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13 If you answered ‘no’ to 
question 12, would you 
be prepared to consider 
using a more effective 
developmental screening 
tool as indicated through 
research?  
17 1 1 
 
Table 4.13 a analysis of results of questionnaires to health visitors  
 
 
 
Response     Number          Percentage 
To check that children are developing normally for their 
age 
12 44% 
To identify possible delay early 
21 78% 
Value in health promotion and promoting development. 4  
 
Table 4.13 b Question 1 In your opinion what is the purpose of developmental screening?  Please write 
your answer. 
 
 
 
 
 
 
 
 
Response Number of responses 
Benefits to the child: 
Universality of the service. 
Enabling children following confirmation of delay through assessment 
to receive services to enable them to achieve their potential. 
 
 
5 
16 
 
(21 from 16 respondents). 
Benefits to the parent: 
Raising parents’ awareness of development. 
Raising parents’ awareness of how they could help their child. 
 
4 
5 
(9 from 9 respondents). 
Benefits for the professional: 
A way of forming a relationship with parents. 
Satisfying the professional that the child was developing normally or 
not. 
Providing an opportunity to promote development. 
 
4 
5 
 
2 
(11 from 10 respondents). 
 
Table 4.13 c Question 3 If you answered ‘yes’ to question 2 please state what you believe 
the benefits to be. 
 
 
Response 
Number of 
responses 
Developmental screening for all children was not beneficial. 1 
Selective screening should be carried out at the health visitor’s 3 
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discretion. 
 
Table 4.13 d Question 4  If you answered ‘no’ to question 2 please give reasons for your answer. 
 
 
Years Frequency 
0-5 12 
6-10 6 
11-15 5 
16-20 2 
21+ 2 
 
Table 4.13 e Question 5  How long have you used the developmental screening tool Griffiths Scale 
(Modified Griffiths) currently used by Dudley health visitors? 
 
 
Response 
Number of 
responses 
Easy/simple to use. 16 (59%) 
It was a clear tool to use to measure a child’s developmental progress. 8 
Quick. 5 
Not rigid. 2 
Easy to interpret to parents. 2 
Adaptable to home or clinic environment. 2 
Had not used anything else to compare it with. 3 
 
 
Table 4.13 f Question 6  What do you see as the strengths of the Griffiths Scale (Modified Griffiths ) 
developmental screening tool?  Please write your answer. 
 
 
 
Response 
Number of 
responses 
No weaknesses. 4 
Too basic/insufficient detail/not comprehensive enough. 21 comments from 16 
respondents. 
It was outdated. 6 
Documentation was poor/lack of clarity in showing a child’s 
developmental status. 
7 
It did not lend itself to multi-disciplinary liaison. 7 
 
Table 4.13 g Question 7  What do you see as the weaknesses of Griffiths Scale (Modified 
Griffiths) developmental screening tool?  Please write your answer. 
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Response Number of responses 
Denver Developmental Screening Test (D). 6 
The Schedule of Growing Skills  (SOGS). 2 
Sheridan (SO). 1 
Modified Denver (MD). 
1 
D and S. 
2 
SOGS and MD. 
2 
 
Table 4.13 h Question 9  Please state which other developmental screening tool you have used. 
 
 
Response Reasons Number of 
respondents 
Denver Developmental Screening Test  
Its clarity, gave better 
information for 
children on the child 
protection register, 
gave percentages of 
children achieving 
milestones at certain 
ages. 
2 
The Schedule of Growing Skills. Its clarity, ease of 
use with parents, it 
was a continuous 
record of a child’s 
achievement. 
2 
 
Table 4.13 i Question 11  If you answered ‘yes’ to question 10, please give reasons for 
your answer.   
 
 
Age group Frequency 
25-30 years 2 
31-45 years 13 
46-60 years 11 
60+ years 0 
 
Table 4.13 j Question 14 To which of the following age groups do you belong? 
 
Questionnaire 4.13  B for social workers  
 
QUESTIONNAIRE FOR SOCIAL WORKERS 
 
 
Pleas tick the appropriate box or write your answers as indicated. 
 
 
 cxlviii
1 What is your understanding of developmental screening for young 
children? Please write your answer. 
 
 
 
 
 
 
 
2 What areas of development do you think that developmental screening of 
young children by health visitors covers?  
 
 
 
 
 
 
 
3 Do you know the name of the developmental screening tool which Dudley 
health visitors use with 0-5 year old children? 
 
Yes  (   )  Please continue to question 4. 
 
No   (   )  Please go to question 5. 
 
 
 
4 What is the name of the tool?  Please write your answer. 
 
 
 
 
 
 
 
5 Are you aware of any other developmental screening tool(s) covering all 
areas of development which are used with 0-5 year old children? 
 
Yes  (   )            No  (   ) 
6 If you answered yes to question 5 please state the name(s) of the tool(s). 
 
 
 
 
 
7 Do you consider that developmental screening is a good indicator of a 
child’s developmental status? 
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Yes  (   )          No  (   ). 
 
 
 
 
 
8 In your opinion would developmental screening indicate where a 
particular child needs help if this were needed? 
 
 
Yes  (   )           No  (   ) 
 
 
 
9 In child protection work do you think that developmental screening would 
indicate which person or agency would be the most appropriate to give 
the child the help needed? 
 
 
Yes  (   )                No  (   ) 
 
 
  
10 When considering child protection work, do you think that the result of 
developmental screening would be a good indicator  as to whether or not 
the protection plan for the child was effective in meeting the child’s 
needs? 
 
 
Yes  (   )             No  (   ) 
 
 
11 
To which of the following age groups do you belong? 
 
25-30 years  (   )         31-45 years  (   )            46-60 years  (   ) 
 
60+ years  (   ) 
 
12 
How long have you worked in Dudley? 
 
0-5 years  (   )           6-10 years  (   )           11-15 years  (   ) 
 
16-20 years  (   )         21+ years  (   ) 
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Are there any other comments that you would like to make? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
YOUR HELP IN COMPLETING THIS QUESTIONNAIRE IS VERY MUCH APPRECIATED. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 4.13 k Results of analysis of questionnaires for social workers 
n=4 
 
Question 
number  
Question Response Frequency 
1 What is your understanding of 
developmental screening of young 
children?  Please write your 
answer. 
About monitoring a 
child’s development to 
establish whether or 
not he was reaching 
4 
 cli
levels appropriate for 
his age. 
 
2 What areas of development do you 
think that developmental screening 
of young children by health visitors 
covers? 
Emotional, cognitive, 
speech, motor and 
coordination skills. 
 
Weight and 
immunisation. 
2 
 
 
 
 
2 
4 What is the name of the tool?  
Please write your answer. No response 
4 
6 If you answered ‘yes’ to question 5 
please state the name(s) of the 
tool(s). 
No response. 4 
10 When considering child protection 
work, do you think that the result of 
developmental screening would be 
a good indicator as to whether or 
not the protection plan for the child 
was effective in meeting the child’s 
needs?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Developmental 
screening would 
indicate where a 
particular child required 
help if needed. 
 
In child protection work 
developmental 
screening would 
indicate which person 
or agency would be 
most appropriate to 
help the child. 
 
Results of screening 
would be a good 
indicator as to whether 
or not the protection 
plan for the child was 
effective in meeting the 
child’s needs. 
4 
 
 
 
 
 
 
3 
 
 
 
 
 
 
 
 
 
4 
 Any other comments. Additional factors, for 
example learning 
difficulties, excessive 
use of drugs/alcohol 
and financial problems 
were likely to affect a 
child’s development.  
3 
 
Table 4.13 k Results of analysis of questionnaires for social workers. 
Response 
Frequency 
Yes  0 
No 4 
No response 0 
 
Table 4.13 l Question 3  Do you know the name of the developmental screening tool 
which Dudley health visitors use with 0-5 year old children? 
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Response Frequency 
Yes 0 
No 4 
No response 0 
 
Table 4.13 m Question 5  Are you aware of any other developmental screening tool(s) 
covering all areas of development which are used with 0-5 year old children?    
 
 
 
Response Frequency 
Yes 
4 
No 
0 
 
Table 4.13 n Question 7  Do you consider that developmental screening is a good indicator of a child’s 
developmental status? 
 
 
 
Response Frequency 
Yes 
4 
No 
0 
 
Table 4.13 o Question 8  In your opinion would developmental screening indicate where a 
particular child needs help if this were needed? 
 
 
 
Response Frequency 
Yes 
4 
No 
0 
 
Table 4.13 p Question 9  In child protection work do you think that developmental 
screening would indicate which person or agency would be the most appropriate to give 
the child the help needed. 
 
 
Age group Frequency 
25-30 years 0 
31-45 years 3 
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46-60 years 0 
60+ years 1 
 
Table 4.13 q Question 11  To which of the following age groups do you belong? 
 
Number of years Frequency 
0-5  1 
6-10 2 
11-15 0 
16-20 1 
21+ 0 
 
Table 4.13 r Question 12  How long have you worked in Dudley? 
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Questionnaire 4.13  C  for parents prior to introduction of SOGS 
 
QUESTIONNAIRE FOR PARENTS 
 
Please tick the appropriate box or write your answer as indicated. 
 
 
1 Did the health visitor explain the purpose of developmental screening 
to you before carrying out developmental screening on your child 
today? 
 
Yes  (   )   Please go to question 3. 
 
No   (   )   Please go to question 2. 
  
 
 
2 Has the purpose of developmental screening been explained to you in 
the past?  
 
Yes  (   )         No  (   ) 
  
 
 
3 What is your understanding of developmental screening? Please write 
your answer. 
 
 
 
 
 
 
 
 
 
 
4 Do you find it helpful to know how your child is progressing 
developmentally? 
 
Yes  (   )         No  (   ) 
  
 
5 Do you have a Parent Held Record for your child? 
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Yes  (   ) Please go to question 6. 
 
No   (   )  Please go to question 9. 
6 Did the health visitor write in the Parent Held Record details of your 
child’s development? 
 
Yes  (   )   Please go to question 7. 
 
No   (   )   Please go to question 8. 
 
 
 
7 Do you find the information helpful? 
 
Yes  (   )            No  (   )   Please go to question 9. 
 
 
 
8 If you answered  ‘no’ to question 6  would you have found the 
information helpful?  
 
Yes  (   )          No  (   ) 
 
 
 
9 In the future would you like to have a copy of the completed 
developmental screening chart as a reminder of your child’s 
developmental progress? 
 
Yes  (   )         No  (   ) 
 
 
 
 
10 Would written details of your child’s developmental progress and 
advice on help if needed in any area of development help you to do 
your part in helping your child to achieve his potential? 
 
Yes  (   )            No  (   ) 
 
 
 
 
 
11 What age is your child? 
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Under 1 year  (   )           1-2 years  (   )           3-4 years  (   ) 
 
4-5 years  (   ) 
 
12 As a parent/carer of the child, to which of the following age groups do 
you belong? 
 
16-20 years  (   )     21-25 years (   )    26-30 years  (   )   
 
31-35 years  (   )     36-40 years  (   )   41+ years     (   ). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
YOUR HELP IN COMPLETING THIS QUESTIONNAIRE IS VERY MUCH 
APPRECIATED. 
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n=8 
 
Number                       Question                                                        Response 
                                                                                                           Yes             No       No response         
1 Did the health visitor explain the purpose of 
developmental screening to you before carrying 
out developmental screening on your child 
today? 
6 2  
2 Has the purpose of developmental screening 
been explained to you in the past? 
5 0 3 
4 Do you find it helpful to know how your child is 
progressing developmentally?  
8 0 0 
5 Do you have a Parent Held Record for your 
child? 
7 1 0 
6 Did the health visitor write in the Parent Held 
Record details of your child’s development? 
6 1 1 
7 Did you find the information helpful? 5 1 2 
8 If you answered ‘no’ to question 6 would you 
have found the information helpful? 
1 0 7 
9 In the future would you like a copy of the 
completed developmental screening chart as a 
reminder of your child’s progress? 
8 0 0 
10 Would written details about your child’s 
progress and advice on help if needed in any 
area help you? 
8 0 0 
 
Table 4.13 s Results of analysis of questionnaires for parents 
 
 
Response Frequency 
To check children are developing normally. 7 
To promote development/health. 
2 
To identify children with possible 
developmental delay. 
2 
 
Table 4.13 t Question 3   What is your understanding of developmental screening?  Please write your 
answer.  
 
All respondents made a response. Of the 7 making the first  response, 2 also made the second, 
and 1 of these the third. 1 respondent Made the third response only. 
 
 
Age of Child Frequency 
Under 1 year 
3 
1-2 years 3 
3-4 years 1 
4-5 years 1 
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Table 4.13 u Question 11 What age is your child? 
 
 
 
 
 
 
Age of parent/carer Frequency 
16-20 years 0 
21-25 years 1 
26-30 years 0 
31-35 years 5 
36-40 years 2 
 
Table 4.13 v Question 12  As parent/carer of the child, to which of the following age 
groups do you belong? 
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Semi-structured interview schedule 4.13 D  with GP’s.  
 
SEMI-STRUCTURED INTERVIEW SCHEDULE WITH SAMPLE OF DUDLEY 
GENERAL PRACTITIONERS. 
 
 
In exploring ways of improving services to clients, the developmental screening tool 
currently being used with 0-5 year old children is being looked at. 
 
 
1 What are your views in general about developmental screening of young 
children by health visitors? 
 
 
 
2 Are you aware of the name of the developmental screening tool used by 
Dudley health visitors? 
 
 
3 What do you feel about the tool’s effectiveness in indicating to you 
possible developmental delay in a child? 
 
 
 
4 Are you ever given a copy of the completed screening form by the 
health visitor when a child is referred to you? 
 
 
5 If you answered ‘yes’ to the last question, do you find this helpful? 
 
 
6 If you answered ‘no’ to question 4, would you find it helpful? 
 
 
7 Are you aware of other developmental screening tools used by health 
visitors? 
 
 
8 If you answered ‘yes’ to the last question, what are their names and 
what is your opinion of their effectiveness? 
 
 
9 Are there any other comments which you would like to make? 
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Table 4.13 W Results of analysis of semi-structured interview schedule questions with GP’s. 
N=6 
Number 
Question Response Frequency 
1 What are your views in 
general about 
developmental screening 
of young children by health 
visitors? 
It was beneficial. 
 
It should be done by health visitors. 
 
Provided the they (the practice) has a 
good one.  
 
Parents like it. 
 
If there is a significant problem parents 
will spot it. 
 
It was particularly useful for speech 
problems and for discussion with parents. 
 
The inverse care law applies, where it is 
most needed parents do not bring their 
children to the clinic. 
6 
 
6 
 
 
1 
 
 
1 
 
1 
 
 
1 
 
 
 
1 
2 Are you aware of the name 
of the developmental 
screening tool used by 
Dudley health visitors? 
No 
 
 
 
 
 
6 
3 What do you feel about the 
tool’s effectiveness in 
indicating to you possible 
developmental delay in a 
child? 
Can’t comment. 
 
Not a lot, not effective. 
 
I can’t remember the tool picking it up 
(developmental delay). 
 
It is far too late at 30 months to identify 
delay, it should have been picked up 
much earlier. 
3 
 
2 
 
1 
 
 
 
1 
4 Are you ever given a copy 
of the completed screening 
form by the health visitor 
when a child is referred to 
you? 
Yes and this was helpful. 
 
No, but if there was problem it would be 
useful. 
 
No it would not be useful.  
2 
 
2 
 
 
2 
 
 
5 If you answered ‘yes’ to the 
last question, do you find 
this helpful? 
An informal chat would be more useful. 
 
No comment. 
1 
 
 
5 
6 If you answered ‘no’ to 
question 4 would you find it 
helpful? 
It would depend on the effectiveness of 
the tool used. 
 
No comment. 
1 
 
 
5 
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7 
 
Are you aware of other 
developmental screening 
tools used by health 
visitors? 
 
Yes. 
 
No.   
 
2 
 
4 
 
 
8 If you answered ‘yes’ to the 
last question, what are 
their names and what is 
your opinion of their 
effectiveness? 
Denver, but I have insufficient experience 
to comment on its effectiveness.  
 
 Birmingham Children’s Hospital Tool. I 
feel Denver is not an appropriate tool to 
use. (No reason given for making this 
comment). 
 
No comment. 
1 
 
 
 
1 
 
 
 
 
 
4 
9 Are there any other 
comments that you would 
like to make? 
Need to explore ways of improving 
services to clients. 
 
In response to the possibility of changing 
to SOGS comments were:  
 
It will not make much difference to me. 
 
I have mixed feelings about 
developmental screening as it is not in 
line with the Hall report and I think the 
practice structured questionnaire for the 
8 week and 30 month check are much 
better. 
 
SOGS is a bit like Denver as at least you 
can see where a child is in relation to its 
age. 
 
The SOGS paperwork would not fit in 
with the GP record. 
 
Denver was very long winded, SOGS 
looked very good. 
 
Respondents who requested copies of 
the paperwork to look at. 
 
Health visitors should concentrate on 
children who did not attend the clinic or 
surgery. 
 
More emphasis now on general health, 
accident prevention and mental health. 
 
 
Comment from a CMO: 
SOGS was much more detailed than the 
check done by CMO’s in the clinic. He 
would like a copy of the 30 month 
development available at the medical in 
the clinic. 
1 
 
 
 
 
 
1 
 
 
1 
 
 
 
 
 
 
 
1 
 
 
 
 
 
1 
 
 
1 
 
 
 
3 
 
 
 
1 
 
 
 
 
1 
 
 
 
1 
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Table 4.13 W Results of analysis of data from semi-structured interview schedule questions with GP’s.          
APPENDIX 4 (for chapter five). 
Questionnaire 5.4 A for health visitor 6 weeks following introduction of The Schedule of 
Growing Skills into routine health visitor practice.  
 
QUESTIONNAIRE FOR HEALTH VISITORS 
 
 
YOUR COOPERATION IN COMPLETING THE FOLLOWING QUESTIONNAIRE WILL BE HELPFUL IN FINDING OUT, 
AT THIS EARLY STAGE, WHETHER OR NOT THERE ARE ANY PROBLEMS WITH THE CHANGE TO USING THE 
SCHEDULE OF GROWING SKILLS FOR ROUTINE DEVELOPMENTAL SCREENING OF 0-5 YEAR OLD CHILDREN. 
  
1 Are you using The Schedule of Growing Skills?  Please tick the 
appropriate box. 
 
Yes                
 
No               
 
Sometimes          
 
If you have answered ‘no’ or ‘sometimes’ please state why. 
 
 
 
 
 
 
2 
How long does it take you to use The Schedule of Growing 
Skills? 
 
 
8 months-------------------------------minutes 
 
18 months------------------------------minutes 
 
30 months------------------------------minutes 
 
                       
3 What positive issues do you find about using The Schedule of Growing 
Skills? 
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4 What negative issues do you find about using The Schedule of Growing 
Skills? 
 
 
 
 
 
 
 
 
 
 
 
 
Are there any other comments that you would like to make? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please return the completed questionnaire to Margaret Reynolds at Ladies Walk Clinic. 
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Questionnaire 5.4 B for health visitors used 10 months following the introduction of The 
Schedule of Growing Skills into routine health visitor practice. 
 
 
QUESTIONNAIRE FOR HEALTH VISITORS 
 
 
YOUR COOPERATION IN COMPLETING THE FOLLOWING QUESTIONNAIRE WILL BE MOST HELPFUL.  ITS 
PURPOSE IS TO FIND OUT HOW USEFUL YOU ARE FINDING THE SCHEDULE OF GROWING SKILLS IN ROUTINE 
DEVELOPMENTAL SCREENING OF 0-5 YEAR OLD CHILDREN, AND IF THERE ARE ANY PROBLEMS, NEARLY A 
YEAR AFTER ITS INTRODUCTION. 
 
 
1 Are you using The Schedule of Growing Skills?  Please tick as 
appropriate, 
 
Yes 
 
No 
 
Sometimes                  
 
 
If you answered ‘no’ or ‘sometimes’ please state why. 
 
 
 
 
2 How long does it take you to use The Schedule of Growing Skills with 
the following age groups? Please tick the appropriate time band, or 
state the number of minutes for ‘other’. 
 
a) 8 months                              10-15 minutes                
 
                                             16-20 minutes              
 
                                              Other        minutes                    
 
b) 18 months                             10-15 minutes  
 
                                               16-20 minutes 
 
                                                Other           minutes 
 
                  
c) 30 months                          15-20 minutes 
 
                                            21-30 minutes 
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                                            31-45 minutes 
 
                                             Other            minutes 
 
    
3 Please list the positive points which you find about using The Schedule 
of Growing Skills. 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
 
 
 
 
 
 
 
 
 
 
 
4 
 
Please list the negative points which you find about using The Schedule 
of Growing Skills. 
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• 
 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
• 
 
 
 
 
 
 
 
Are there any other comments that you would like to make? 
 
 
 
 
 
 
 
 
PLEASE RETURN THE COMPLETED QUESTIONNAIRE TO MARGARET 
REYNOLDS AT LADIES WALK CLINIC.  
5.6 Semi-structured interview schedule used with registered children’s health visitors 
following the initial and first review child protection case conference. 
 
Number 
Question Used at 
first 
interview 
Used at 
second 
interview 
1 I would like you to tell me in general terms how you √ No 
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feel about using The Schedule of Growing Skills 
(SOGS) with young children in child protection work.  
    
2 Thinking back to the case conference, did you think 
using SOGS helped you to bring all relevant 
information to the conference?  
√ √ 
    
3 Did you feel you presented this information 
appropriately at the case conference using the 
advised system?  
√ √ 
    
4 How do you feel the needs you identified using 
SOGS fitted in with those identified by other case 
conference members?  
√ √ 
    
5 Did you find needs identified using SOGS were 
addressed in the child protection plan?  
√ √ 
    
6 Do you think SOGS was the best tool to collect  the 
required information from the health visitor 
perspective? 
√ √ 
    
7 Do you feel there is a better way of obtaining this 
information, and if so what would you suggest?  
√ √ 
    
8 How do you feel about the likely/actual effectiveness 
of the child protection plan in this particular case? 
Used the 
word 
‘likely’. 
.Used both 
words, 
‘actual’ and 
‘likely’ as a 
means of 
looking back 
and forward. 
    
9 Do you think this child is achieving his/her potential? √ √ 
    
10 Do you feel your view has changed in any way about 
using SOGS with children on the child protection 
register? 
√ √ 
    
11 Are there any other comments you would like to 
make? 
√ √ 
 
 
 
 
Appendix 5 (for chapter six) 
 
6a 1 Letter of consent for the use of The Schedule of Growing Skills ll in this project. 
  
Subj.        RE: Permission 
Date:     15/05/2007  12.59.31 GMT Standard Time 
From:     leslie.coffey@granadalearning.com 
To:         mgrhealthvisit@aol.com 
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Dear Margaret, 
  
Thank you very much for your email regarding the SGSII. 
  
I can confirm that it is acceptable for you to include a copy of the SGSII within your research 
project, so long as you ensure that the copyright information regarding the product is included to 
ensure that it is not copied and reproduced elsewhere without our permission. 
  
Please accept this email as confirmation that you have the permission of nferNelson to include 
the SGSII within your research project. 
  
With best wishes, 
Leslie Coffey 
Rights and Permissions 
Granada Learning 
  
Tel: 01244 678 031 
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Table 6.4 showing change of wording to PSS Scale statements to mainly high and 
medium frequency used words lower the reading age 
Sub Scale  
Direction of 
scoring 
Statement 
a + 1  I find it easy to believe that children have different  
competencies at different ages. I* find^ it* easy^ to* believe^ 
that* children+ can* do* more* difficult^ things+ the* older+ 
they* get*.  t = 17  * = 10  + = 3  ^ = 4 
a + 2  I know how to choose toys appropriate to my child’s age. I* 
know + how* to*  choose^ toys^ that* are* right + for* my* 
child’s^ age^ . T = 13  * = 7  + = 2  ^ = 4 
c - 3  I find it difficult to accept when my child does not do what I 
expect him/her to do. I* find^ it* hard^ to* accept^ when* my* 
child^ does* not *  do* what * I* expect^ him*/her* to* do*  t = 19  
* = 14  + = 0  ^ = 5 
a + 4  I know what games to play with my child to help 
development. I* know + what* games^ to* play* with* my* child^ 
to* help* him*/her* make* progress^ in* development^ .  t = 17  * 
= 12  + = 1  ^ = 4 
c + 5  I am able to express my love for my child by cuddling and 
kissing him/her. I* am* able^ to* show+ my* love* for* my* 
child^ by* cuddling^ and* kissing^ him*/her*. t = 16  * = 11  + = 1  
^ = 4 
b - 6  I find it difficult to decide on a proper diet for my child. I* 
find^ it* difficult^ to* make* up* my* mind^ about* the* right + 
food^ to* give^ my* child^ to* eat^. t = 19  * = 11  + = 1  ^ = 7 
c - 7  I have trouble getting my baby/child into a routine.  I* find^ it* 
difficult^ to* get* my* baby+/child^ into^ a* routine^ .  t= 12  * = 
6  + = 1  ^ = 5 
c - 8  I find it difficult to be patient with my child. I* find^ it* hard^ 
to* be* patient^ with* my* child^.  t = 10  * = 6  + = 0  ^ = 4 
a + 9  I find I have the skills to guide my child to give appropriate 
activities to encourage development. I* find^ I* have* the* skills 
to* do* things^ with* my* child^ that* are* right + for* his*/her* 
age to* help* development^ . t = 22  * = 15  + = 1  ^ = 6  
d - 10  I* find^ it* difficult^ to* make* opportunities^ for* my* child^ 
to* mix and* play* with* other + children +. t = 17  * = 10  + = 2  ^ 
= 5 
b + 11  I am confident in my ability to keep my home warm and 
clean for my child. I* know +  I* am* able^ to* keep^ my* home* 
warm^ and* clean^ for* my* child^. t = 15  * = 9  + = 1  ^ = 5 
d + 12  I make opportunities to talk to my child and read to him/her. 
I* make^ time* to* talk^ to* my* child^ and* to* read^ to* 
him*/her*. t = 14  * = 10  + = 0  ^ = 4  
d - 13  I find it difficult to find time to take my child out to places of 
interest to him/her. I* find^ it* difficult^ to* make^ time* to* take* 
my* child^ out^ to* places^ of* interest^ to* him*/her* . t = 19  * 
= 12  + = 0  ^ = 7 
d + 14  I encourage my child to help me when I am doing household 
chores. I* encourage^ my* child^ to* help* me* when* I* am* 
doing^ jobs^ in* the* home* when* it* is* safe^ for* him*/her* to* 
do* so*. t = 25  * = 20  + = 0  ^ = 5 
b - 15  I find it difficult to decide what clothes to dress my child in. 
I* find^ it* difficult ^ to* make* up* my* mind* about* the* right+ 
clothes+ to* dress^ my* child^ in*.  t = 18  * = 12  + = 2  ^ = 4  
c + 16 I* know* when* to* say^ ‘no*’ to* my* child^ when* he*/she* 
goes + to* do* something + which^ will* harm^ him*/her*. t 
= 21  * = 15  + = 2  ^ = 4  
b - 17  I am confident in my ability to look after my child’s health. I* 
know* what* to* do* to* look* after* my* child’s ^health ^ and * 
wellbeing ^. t = 13  * = 10  + = 0  ^ = 3 
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Table 6.4 Showing change of wording to PSS Scale statements to mainly high and medium frequency 
used words   to lower the reading age 
 
 
Words in scale statement    t = total * = high frequency used words + = medium frequency 
used words  ^ = not in high or medium frequency use list (The National Literacy Strategy 
DfEE 2000). 
 
Scoring direction strongly agree,  agree,  disagree,  strongly disagree. 
 
The scale is divided into 4 sub scales as indicated in 6.2. These are: 
a =The facilitation of developmental progress. 
b = The facilitation of general good health (including diet, warmth and appropriate clothing). 
c = The ensurement of love and security (including behaviour management and establishment of a 
routine). 
d = Provision of an appropriate learning environment (including opportunities for play, socialising and 
outings to places of interest for the child). 
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Table relating to 6.6 indicating the composition of PSS at the second reliability stage of scale 
development.  The scale title is given as used at this stage for respondents. 
 
The Parenting Skills Scale  
This list of statements deals with how you feel about your ability to care for your child. If you agree with 
statement circle A.  If you strongly agree with the statement circle SA. If you disagree with the statement 
circle D. If you strongly disagree with the statement circle SD.  
 
 
  1 
Strongly 
agree 
2 
Agree 
3 
Disagree 
4 
Strongly 
disagree 
1a I find it easy to believe that children can do 
more difficult things the older they get.  
    
1b I can easily believe that children can do harder 
things the older they get. 
    
1c I find it easy to accept that children are able to 
do more difficult things the older they get. 
    
1d I can easily believe that children can do more 
complicated things the older they get. 
    
2a I know how to choose toys that are right for my 
child’s age. 
    
2b I know what to do to choose the correct toys 
for my child’s age. 
    
2c I know what choice to make of age appropriate 
toys for my child. 
    
2d I know how to go about choosing toys right for 
my child’s age. 
    
3a I find it hard to accept when my child does not 
do what I expect him/her to do. 
    
3b I find it difficult to accept when my child does 
not do what I expect him/her to do. 
    
3c I find it hard accepting that my child does not 
always do what I expect of him/her. 
    
3d I have difficulty accepting that my child does 
not always do what I think he/she should do. 
    
4a I know what games to play with my child to 
help him/her make progress in development. 
    
4b I understand what games I need to play with 
my child to help him/her progress 
developmentally. 
    
4c I know what games I should play with my child 
to help him/her make developmental progress. 
    
4d I know what games I should play with my child 
to help him/her to make progress in 
development. 
    
5a I am able to show my love for my child by 
cuddling and kissing him/her. 
    
5b I can show my child that I love him/her by 
cuddling and kissing him/her. 
    
5c I am to show my child that I love him/her by 
cuddling and kissing him/her. 
    
5d I am able to express my love for my child by 
cuddles and kisses for him/her. 
    
6a I find it difficult to make up my mind about the 
right food to give my child to eat.  
    
6b I have difficulty deciding what is the right food 
to give my child. 
    
6c I find it difficult to decide what is the correct     
 clxxvii
 food to give my child to eat.   
  1 2 3 4 
Strongly 
agree 
Agree Disagree Strongly 
disagree 
    6d I have difficulty deciding what is the right food 
to give my child. 
  7a I find it difficult to get my baby/child into a 
routine. 
  
7b I have difficulty getting my baby/child into a 
routine. 
    
   7c I find it hard to establish a routine for my 
child/baby. 
 
7d I find it hard to get a routine going for my 
baby/child. 
    
8a I find it hard to be patient with my child.     
8b I have difficulty being patient with my child.     
8c I find it difficult to be patient with my child.      
8d To be patient with my child is something I find 
difficult. 
    
8e I find I have the skills to do things with my 
child that are right for his/her age to help 
development. 
    
9a I believe I have the skills to do the right things 
with my child to help development fir his/her 
age. 
    
9b I find I have the ability to do the right things 
with my child to help his/her development at 
his/her age. 
    
9c I know I have the ability to do things with my 
child that are correct for his/her age to help 
development. 
    
9d I find it difficult to make opportunities for my 
child to mix with other children. 
    
10a I difficulty making opportunities for my child to 
mix with other children. 
    
10b I find it hard to make opportunities so that my 
child can mix with other children. 
    
10c Making opportunities for my child to mix with 
other children is difficult for me to do.  
    
10d I know I am able to keep my home warm for my 
child when the weather is cold. 
    
11a I believe I can keep my home warm for my 
child when the weather is cold. 
    
11b When the weather is cold I know I have the 
ability to keep my home warm for my child’s 
benefit. 
    
11c Keeping my home warm for my child is 
something I know I can do. 
    
11d I make time to talk to my child.     
12a I find the time to talk to my child.     
12b     I am able to make time to talk to my child. 
12c I find time to talk to my child.     
13a I find it difficult to make time to take my child 
out to places of interest to him/her.  
    
13b I have difficulty making time for my child to 
take him/her out to places of interest to 
him/her. 
    
13c Making time to take my child out to places of 
interest to him/her is difficult for me to do. 
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  1 
Strongly 
agree 
2  
Agree 
3 
Disagree 
4 
Strongly 
disagree 
13d I find it difficult making time for my child     
14a I encourage my child to help me when I am 
doing jobs in the home when it is safe for 
him/her to do so. 
    
14b My child helping me when I am doing jobs in 
the home when it is safe is what I encourage. 
    
14c Getting my child to help me when I am doing 
household chores when it is safe for him/her to 
do so is what I encourage.  
    
14d I encourage my child’s help in doing jobs in 
the home with me when it is safe for him/her to 
do so. 
    
15a I find it difficult to decide on suitable clothes to 
dress my child in. 
    
15b I have difficulty deciding on suitable clothes to 
dress my child in. 
    
15c It is difficult for me to decide on suitable 
clothes to dress my child in. 
    
15d I find it difficult to make up my mind what 
clothes are suitable to dress my child in. 
    
16a I know when to say no to my child when he/she 
goes to do something that will harm him/her. 
    
16b I recognise that I need to say no to my child 
when he/she tries to do something that will 
harm him/her. 
    
16c I know that when my child starts to do 
something that will harm him/her that I need to 
say no to him/her. 
    
16d I recognise that it is necessary to say no to my 
child when he/she goes to do something that 
will harm him/her. 
    
17a I know what to do to look after my child’s 
health and well being. 
    
17b I know what I have to do to look after my 
child’s health and well being.  
    
17c Looking after my child’s health and well being 
is something I know about. 
    
17d I know I am able to look after my child’s health 
and well being. 
    
18a I know I am able to keep my home clean for my 
child. 
    
18b I believe I can keep my home clean for my 
child. 
    
18c Keeping my home clean for my child is 
something I know I can do. 
    
18d I know I have the ability to keep my home clean 
for my child. 
    
19a I find it difficult to make opportunities for my 
child to play with other children. 
    
19b I have difficulty making opportunities for my 
child to play with other children.  
    
19c I find it hard to make opportunities so that my 
child can play with other children. 
    
19d Making opportunities for my child to play with 
other children is difficult for me to do. 
 
 
    
  1 2 3 4 
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Strongly 
agree 
Agree Disagree Strongly 
disagree
20a I make time to read to my child.     
20b I find the time to read to my child.     
20c I am able to make time to read to my child.     
20d I find time to read to my child.     
 
Table relating to 6.6  indicating the composition of PSS at the second reliability stage of scale 
development. 
 
 
The table shows wording for each PSS statement with 3 alternatives for each.  The original statement 
wording is a, while b, c and d are alternative wordings for the same question, eg 1a, 1b, 1c and 1d.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Written explanation and consent form 6.6a relating to 6.6 for use at the reliability stage of scale 
development.  
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Dear parent, 
 
I am in the early stages of creating a scale that will look at how parents feel 
about their abilities to care for their young children (Parenting Skills Scale). I 
would appreciate your help in spending a short time to go through each 
question and mark where you feel you are on the scale. You will notice that 
many questions have a similar wording. This has been done purposely.  
 
Once the scale has been tested, the finished scale will be used by health 
visitors to help parents who feel they haven’t got the necessary parenting skills 
to be more involved in their children’s welfare.   
 
No names of anyone taking part will be used in the project. Your participation 
will be completely voluntary and anonymous  
 
If you are agreeable to taking part please sign the attached slip. 
 
Your help is very much appreciated. 
 
 
Yours sincerely, 
 
 
Margaret Reynolds  Health Visitor/Community Practice Teacher. 
 
 
 
 
I acknowledge that by taking part in the study to develop a parenting skills 
efficacy scale that my participation is completely voluntary and that no names 
will be included in the study. I acknowledge that my data will be kept 
confidential.  
 
 
Signature of parent ------------------------------------------------ 
 
Date  --------------------------- 
 
 
 
 
 
 
Consent form 6.10a for parents for use at the concurrent validity stage of 
the Parenting Skills Scale development.   
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Dear parent, 
 
I am continuing to develop a scale that will look at how parents feel about their 
abilities to care for their young children (Parenting Skills Scale). As part of that 
work it would be helpful if you would agree to fill in a copy of the scale, an older 
previously developed scale and a short questionnaire about you and your 
family. 
 
Once the scale has been tested, the finished scale will be used by health 
visitors to help parents who feel they haven’t got the necessary parenting skills 
to  be more involved in  their children’s welfare. 
 
No names of anyone taking part will be used in the project. Your participation 
will be completely voluntary and anonymous. 
 
If you are agreeable to taking part, please sign the attached slip. 
 
Thank you for your help. It is much appreciated. 
 
Yours sincerely, 
 
 
 
 
Margaret Reynolds. 
 
---------------------------------------------------------------------------------------------------------- 
 
I acknowledge that by taking part in the study to develop a parenting skills scale that my 
participation is completely voluntary and that no names will be included in the study. I 
acknowledge that my data will be kept confidential. 
 
 
Signature of parent ----------------------------------------- 
 
Date ------------------------------ 
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Questionnaire 6.10b FEELINGS AND MOODS IN MOTHERHOOD 
QUESTIONNAIRE    
 
I would like to know how you are feeling now following your baby’s birth. Please 
UNDERLINE the answer which comes closest to how you have felt in THE PAST WEEK, 
not just how you feel today. It is advisable to complete the form on your own when you 
have a few spare minutes. Please complete ALL items. 
 
Here is an example already completed. 
 
I have felt happy: 
           Yes, all of the time 
           Yes, most of the time 
           No, not very often 
           No, not at all. 
 
This would mean, “I have felt happy most of the time” during the past week. 
 
Please complete the other questions in the same way. 
 
IN THE PAST WEEK 
 
1        I have been able to laugh and seen the funny side of things: 
                     As much as I always could 
                     Not quite so much now 
                     Definitely not so much now 
                     Not at all 
 
2        I have looked forward with enjoyment to things: 
                     As much as I ever did 
                     Rather less than I used to 
                     Definitely less than I used to 
                     Hardly at all 
 
3         I have blamed myself  unnecessarily when things went wrong: 
                     Yes, most of the time 
                     Yes, some of the time 
                     Not very often 
                     No, never 
 
IN THE PAST WEEK 
 
4         I have been anxious or worried for no good reason: 
                    No, not at all 
                    Hardly ever 
                    Yes, sometimes 
                    Yes, very often                                      Please continue overleaf 
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5         I have felt scared or panicky for no good reason: 
                     Yes, quite a lot 
                     Yes, sometimes 
                     No, not much  
                     No, not at all 
 
6         Things have been getting on top of me:        
                     Yes, most of the time I haven’t been able to cope at all    
                     Yes, sometimes I haven’t been coping as well as usual 
                     No, most of the time I have coped quite well 
                     No, I have been coping as well as ever 
 
7         I have been so unhappy that I have had difficulty sleeping: 
                     Yes, most of the time 
                     Yes, sometimes 
                     Not very often 
                     No, not at all 
 
8         I have felt sad or miserable: 
                      Yes, most of the time 
                      Yes, sometimes 
                       Not very often 
                       No, not at all   
 
9         I have been so unhappy that I have been crying: 
                       Yes, most of the time 
                       Yes, quite often 
                       Only occasionally 
                        No, never 
 
10        The thought of harming myself has occurred to me: 
                        Yes, quite often 
                         Sometimes 
                         Hardly ever   
                         Never   
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The PSS scale wording 6.10c 
 
This list of statements deals with how you feel about your ability to care for your child. If you 
agree with the statement circle A. If you strongly agree circle SA. If you disagree circle D. If you 
strongly disagree circle SD. 
 
  1 Strongly 
agree 
2 
Agree 
3 
Disagree 
4 
Strongly 
disagree 
      
1 I find it easy to accept that children are able to do 
more difficult things the older they get. 
SA A D SD 
      
2 I know what choice to make of age appropriate 
toys for my child. 
SA A D SD 
      
3 I find it difficult to accept when my child does not 
do what I expect him/her to do. 
SA A D SD 
      
4 I know what games I should play with my child to 
help him/her make progress in development. 
SA A D SD 
      
5 I am able to express my love for my child by 
cuddles and kisses for him/her. 
SA A D SD 
      
6 I find it difficult to make up my mind about the right 
food to give my child to eat. 
SA A D SD 
      
7 I find it difficult to get my baby/child into a routine. SA A D SD 
      
8 I find I have the ability to do the right things with 
my child to help his/her development. 
SA A D SD 
      
9 Making opportunities for my child to mix with other 
children is difficult for me to do. 
SA A D SD 
      
10 I know I am able to keep my home warm for my 
child when the weather is cold. 
SA A D SD 
      
11 I am able to make time to talk to my child. SA A D SD 
      
12 I find it difficult making time for my child to take 
him/her out to places of interest to him/her. 
SA A D SD 
      
13 I find it difficult to decide on suitable clothes to 
dress my child in. 
SA A D SD 
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  1 Strongly 
agree 
2 
Agree 
3 
Disagree 
4 
Strongly 
disagree 
      
14 I recognise that I need to say no to my child when 
he/she tries to do something that will harm 
him/her. 
SA A D SD 
      
15 I know what to do to look after my child’s health 
and well being 
SA A D SD 
      
16 I know I am able to keep my home clean for my 
child. 
SA A D SD 
      
17 Making opportunities for my child to play with 
other children is difficult for me to do. 
SA A D SD 
 
The PSS scale wording 6.10c 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Questionnaire 6.12 
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Questions about you and your family 
 
Please take a few minutes to answer the following questions, as answers will be helpful 
in understanding the people who have completed the questionnaires. 
 
 
Section 1 about yourself 
1   What is your gender? (Please put a tick in the appropriate box). Are you 
male          or female       ?   
     
2   Please state your age --------------------------------- 
 
 
 
 
3   Educational attainment.  Did you leave school/Further /Higher Education with  
 
     GCSE           A Level        A S Level         HNC      ,    HND         Degree           
 
     Other        ?  Please tick  as many boxes as apply to you. 
 
 
4   How many children do you have?   
    a) Under the age of 5 years----------------      Were these single   births           
     multiple  births         ?  Please tick the appropriate box.     
    b) Over the age of 5 years--------Were these single births      multiple births     
? 
     Please tick the appropriate box.    
     
5   Please select your ethnic background by ticking which of the following 
applies. 
     
 White British     ,    White Irish        ,  Other White Background          Black  
    
  Caribbean     ,  Black African          Asian        Chinese            Mixed    
  
    Background     ,  Other-please state------------------------------------------------   
 
 
 
 
 
 
 
 
Section 2 about your employment 
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6   Are you employed:   
      Full time            part time           self employed            unemployed       ?  
Please   
      Tick the appropriate box. 
 
7    If you are employed please state what your job is ------------------------------- 
 
 
 
Section 3 about your partner (if applicable). 
 
8    Please state your partner’s age--------------------- 
 
9    Is your partner employed: 
      Full time           part time          self employed               unemployed         ?   
Please   
      Tick the appropriate box 
10  If your partner is employed please state what his job is ------------------------ 
   
 
Section 4 about your property  
 
11   Is the home you live in: 
       owner occupied          rented         living with family or friends        Other    ?  
       Please tick  the appropriate box. If ‘Other’  please state --------------------------
-------------------------------------------------------------------- 
 
12   Does  anyone else live with you  and you  and your   children ? Your 
partner 
  other           Please tick  as many boxes as apply.  
 
13   Do you live near someone who gives you support e.g. family or friends?  
Please  
        
       state  ----------------------------------------------------------------- 
 
 
 
 
 
 
Your help in completing this questionnaire is much appreciated. 
 
 FrequencyPercent Valid 
Percent 
Cumulative 
Percent 
Valid      
 GCSE 30 60.0 63.8 63.8 
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 A level 2 4.0 4.3 68.1 
 
 A S level 2 4.0 4.3 72.3 
 
 HND 3 6.0 6.4 78.7 
 
 Degree 7 14.0 14.0 93.6 
 Other 3 6.0 6.4 100,0 
 Total 47 94.0 100.0   
 
Missing System 3 6.0   
      
Total 50 100.0    
 
Table 6.12a Question 3  Educational attainment of respondents. 
 
 
 
 
 Frequency Percent Valid 
Percent 
Cumulative 
percent 
Valid  0 
           One child from single 
birth 
           2 children from single 
birth    
0 
36 
 
12 
4.0 
72.0 
 
24.0 
4.0 
72.0 
 
24.0 
4.0 
76.0 
 
100.0 
 
 
Table 6.12 b   Children under five years single births. 
 
 
 
 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid  0 
           One child from single birth 
           
          Two children from single   
           births 
           Five children from single  
           births 
 
           Total 
 
Missing system 
 
Total 
38 
7 
 
3 
 
1 
 
 
49 
 
1 
 
50 
76.0 
14.0 
 
6.0 
 
2.0 
 
 
98.0 
 
2.0 
 
100.0 
77.6 
14.3 
6.1 
2.0 
 
 
 
100.0 
 
 
77.6 
91.8 
98.0 
100.0 
Table 6.12c Children over five years single births.   
 
 
 
 Frequency Percent Valid 
Percent 
Cumulative 
Percent 
Valid 0 38 76 76 76 
One child over and under five 
years from single birth 
5 
 
10 
 
10 
 
86 
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One child under five years and 2 
children over five years from 
single birth 
 
Two children under five years 
and one child over five years 
from single birth 
 
Two children under five years 
and two children over five years 
from single birth 
 
2 
 
 
 
4 
 
 
 
1 
 
 
4 
 
 
 
8 
 
 
 
2 
 
4 
 
 
 
8 
 
 
 
2 
 
90 
 
 
 
98 
 
 
 
100 
Table 6.12 d Children under and over five years for same parent. 
 
 
Frequency Percent Valid 
Percent 
Cumulative 
Percent 
 
Valid     
White 
British 
44 88.0 88.0 88.0 
 
White Irish 1 2.0 2.0 90.0 
 
Black 
Caribbean 
2 4.0 4.0 94.0 
 
Asian 3 6.0 6.0 100.0 
 
Total 50 100.0 100.0    
 
Table 6.12e Question 5  Ethnic Background. 
 
 
Frequency Percent Valid 
Percent 
Cumulative 
Percent 
 
Valid     
Employed 
full time 
12 24.0 24.0 24.0 
 
Employed 
part time 
16 32.0 32.0 56.0 
 
Self 
employed 
5 10.0 10.0 66.0 
 
unemployed 17 34.0 34.0 100.0 
 
Total 50 100.0 100.0    
 
Table 6.12f  Question 6  Are you employed? 
 
Frequency Percent Valid 
Percent 
Cumulative 
Percent 
 
 cxc
Valid     
Professional 11 22.0 22.0 22.0 
 
Managerial 7 14.0 14.0 36.0 
 
Skilled 8 16.0 16.0 52.0 
 
Semi skilled 5 10.0 10.0 62.0 
 
Unemployed 17 34.0 34.0 96.0 
 
No response 2 4.0 4.0 100.0 
 
Total 50 100.0 100.0    
 
Table 6.12g  Question 7  ‘If you are employed please state 
what your job is?’ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Statistics 
Age in years 
N Valid 44 
 cxci
 Missing 6 
Mean  32.32 
Median  32.50 
Minimum  21 
Maximum  46 
Table 6.12 h1 Question 8
Please state your partner’s
age. 
 
Age in years 
  Frequency Percent Valid 
Percent 
Cumulative 
Percent 
Valid 21 1 2.0 2.3 2.3 
 23 1 2.0 2.3 4.5 
 24 2 4.0 4.5 9.1 
 25 1 2.0 2.3 11.4 
 26 5 10.0 11.4 22.7 
 28 2 4.0 4.5 27.3 
 29 6 12.0 13.6 40.9 
 30 2 4.0 4.5 45.5 
 31 1 2.0 2.3 47.7 
 32 1 2.0 2.3 50.0 
 33 3 6.0 6.8 56.8 
 34 3 6.0 6.8 63.6 
 35 2 4.0 4.5 68.2 
 36 3 6.0 6.8 75.0 
 37 2 4.0 4.5 79.5 
 38 2 4.0 4.5 84.1 
 39 1 2.0 2.3 86.4 
 40 1 2.0 2.3 88.6 
 42 4 8.0 9.1 97.7 
 46 1 2.0 2.3 100.0 
 Total 44 88.0 100.0  
Missing System 6 12.0   
Total  50 100.0   
Table 6.12h2  Question 8  Please state your partner’s age. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Frequency Percent Valid 
Percent
Cumulative 
Percent 
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Valid     
employed 
full time 
35 70.0 79.5 79.5 
 
     
employed 
part time 
2 4.0 4.5 84.1 
 
self 
employed 
2 4.0 4.5 88.6 
 
unemployed 5 10.0 11.4 100.0 
 
Total 44 88.0 100.0  
 
Missing     
System 6 12.0   
 
Total     
 50 100.0   
 
Table  6.12i  Question 9  Is your partner employed? 
 
 
 
 
 Frequency Percent Valid 
Percent 
Cumulative 
Percent 
 
Valid     
Professional 8 16.0 16.0 16.0 
 
Managerial 9 18.0 18.0 34.0 
 
Skilled 13 26.0 26.0 60.0 
 
Semi skilled 5 10.0 10.0 70.0 
 
Unemployed 8 16.0 16.0 86.0 
 
No response 7 14.0 14.0 100.0 
 
Total 50 100.0 100.0  
 
Table 6.12j  Question 10 ‘If your partner is employed please 
state what his job is.’ 
 
 
 
 
 
 
Frequency Percent Valid 
Percent 
Cumulative 
Percent 
 
Valid     
 cxciii
owner 
occupied 
34 68.0 70.8 70.8 
 
rented 10 20.0 20.8 91.7 
 
living with 
family or 
friends 
3 6.0 6.3 97.9 
 
other 1 2.0 2.1 100.0 
 
Total 48 96.0 100.0  
 
Missing     
System 2 4.0   
 
Total 50 100.0   
Table 6.12k  Question 11   The home you live in. 
 
 
 
Frequency Percent Valid 
Percent
Cumulative 
Percent 
 
Valid     
your 
partner 
26 52.0 86.7 86.7 
 
other 2 4.0 6.7 93.3 
 
partner 
and other 
2 4.0 6.7 100.0 
 
Total 30 60.0 100.0  
 
Missing     
System 20 40.0   
 
Total     
50 100.0   
 
Table 6.12l  Question 12  Who lives with you and your 
children? 
 
 
 
 
 
 
 
 
 
 
  
Frequency 
Percent Valid 
Percent 
Cumulative 
Percent 
Valid     
family 19 38.0 52.8 52.8 
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friends 3 6.0 8.3 61.1 
 
family and 
friends 
13 26.0 36.1 97.2 
 
family and 
partner 
1 2.0 2.8 100.0 
 
Total 36 72.0 100.0  
 
Missing     
System 14 28.0    
 
Total     
50 100.0    
 
Table 6.12m Question 13  ‘Do you live near someone who gives 
you support?’ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 6 (for chapter seven). 
 
7.2 Information sheet for parents. 
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Information sheet for parents/carers. 
 
The development and evaluation of a Parenting Skills Scale. 
 
 
Thank you for thinking about taking part in this study. I have put together the 
following information about what I plan to do with your help. I would like to 
stress that all information collected in the study will be dealt with in a completely 
confidential way. It will not be possible to identify anyone in the study results as 
no names will be recorded. 
 
 
Background  Parenting skills are very important in helping young children 
make progress in all areas of development. They play a vital part in giving 
young children the best possible start in life. Children who do not have a good 
start in life may never go on to achieve their full potential.  
 
What is this study about?  In this study I plan to use a questionnaire which I 
have put together which looks at how parents feel about their own abilities as a 
parent.  I plan to use this questionnaire together with The Schedule of Growing 
Skills screening tool before the start of a parenting skills programme for 
parents/carers. This will give an idea of where the parent/carer feels they are 
and the child’s development.  
 
Following the parent/carer taking part in the parenting skills programme I plan to 
give a copy of the same questionnaire to the parent/carer to complete and to 
use The Schedule of Growing Skills with the child to find out how the child’s 
developing. It will be a health visitor involved in the parenting skills programme 
who will actually be giving you the questionnaire to complete and who will carry 
out developmental screening for your child.  
 
Before the start of the parenting skills programme the health visitor will also give 
you a questionnaire to complete which asks questions about you and your 
family. This is so that I can gain an understanding of the group of people taking 
part in the study as a whole. 
 
Benefits of the study It will help parents/carers to understand the needs of 
young children and to cope better in looking after them. It will also help to give 
young children the best possible start in life.  
 
 
What will I have to do if I agree?  Your health visitor will have given you this 
sheet at one of your contacts with her.  
 
If you agree to take part in this study you will be asked to fill in a consent form 
that confirms your agreement to take part.  If you decide to withdraw at any time 
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you are free to do so, but it would be helpful if you would let me know about any 
problems you may have had.  
 
You will be asked to complete two questionnaires which only take a few minutes 
to do before starting the parenting skills programme in which the health visitor is 
involved. At the same time, your child’s development  will be assessed by a 
health visitor, using The Schedule of Growing Skills. You will be given a copy of 
this which will be explained to you.  
 
The Schedule of Growing Skills developmental screening tool is used to 
measure young children’s development. It shows you how your child is getting 
on in each area of his/her development.  
 
When you have completed the parenting skills programme you will be asked to 
complete a  copy of one of the same questionnaires, The Parenting Skills Scale, 
as you did at the start and your child’s development will also be assessed. The 
results will again be explained to you. 
 
There are no risks to you and your child in taking part in this study. If you wish 
to ask further questions or take more time to think about taking part you are free 
to do so. If you finally decide not to take part simply tell your health visitor. If 
during the study you decide to withdraw you are free to do so without it affecting 
your use of the service.  
 
Way in which in which all information about the study will be stored to 
make sure it remains confidential.  All information from the study will be kept 
in a locked filing cabinet in my home and no one except me will have access to 
it. No information will be recorded that could identify those taking part and no 
names will be used on SOGS, PSS or the questionnaire about you and your 
family forms. 
 
At the end of the study I will provide an easy to read summary of results for all 
parents/carers who have taken part. This will be how I will let you know the 
results of the study and thank you for taking part.  
 
If you have any further questions ask you health visitor or ‘phone Margaret 
Reynolds researcher. The contact number is 01384 366213. 
 
 
 
 
7.2a Consent form for parents at the evaluation stage of scale development. 
 
 
 
Consent form for parents at the evaluation stage of the PSS Scale 
development. 
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I-------------------------------------(name of parent/carer) have read what the 
proposed study is about and the purpose of it has been explained to me.  
 
I agree to my child and myself taking part in the study and understand that I 
may withdraw at any time without having to give a reason. I understand the 
information collected will be kept confidential and it may be withdrawn from the 
study at any time. I understand the results will be fed back to participants. 
 
 
 
 
Signature--------------------------------- 
 
 
Date--------------------------------------- 
 
 
 
 
 
 
Witness.   I confirm that the parent/carer has read and understood the 
explanation and consent. 
 
 
 
 
Signature---------------------------- 
 
 
Date---------------------------------- 
 
 
 
 
 
 
 
7.2b  Parenting Skills Scale. 
 
 
 
 
Scale to measure the self-efficacy of the parent 
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This list of statements deals with how you feel about your ability to care for your child. 
If you agree with the statement circle A. If you strongly agree circle SA. If you disagree 
circle D. If you strongly disagree circle SD. 
 
  1 
Strongly 
agree 
2 
Agree 
3 
Disagree 
4 
Strongly 
disagree 
      
1 I find it easy to accept that children are able to 
do more difficult things the older they get. 
SA A D SD 
      
2 I know what choice to make of age 
appropriate toys for my child. 
SA A D SD 
      
3 I find it difficult to accept when my child does 
not do what I expect him/her to do. 
SA A D SD 
      
4 I know what games I should play with my 
child to help him/her make progress in 
development. 
SA A D SD 
      
5 I am able to express my love for my child by 
cuddles and kisses for him/her. 
SA A D SD 
      
6 I find it difficult to make up my mind about 
the right food to give my child to eat. 
SA A D SD 
      
7 I find it difficult to get my baby/child into a 
routine. 
SA A D SD 
      
8 I find I have the ability to do the right things 
with my child to help his/her development. 
SA A D SD 
      
9 Making opportunities for my child to mix 
with other children is difficult for me to do. 
SA A D SD 
      
10 I know I am able to keep my home warm for 
my child when the weather is cold. 
SA A D SD 
      
11 I am able to make time to talk to my child. SA A D SD 
 
 
 
 
 
 
 
 
1 
 
Strongly 
agree 
 
 
2 
 
Agree 
 
 
3 
 
Disagree 
 
 
4 
 
Strongly 
disagree 
12 I find it difficult making time for my child to 
take him/her out to places of interest to 
him/her. 
SA A D SD 
      
 cxcix
13 I find it difficult to decide on suitable clothes 
to dress my child in. 
SA A D SD 
      
14 I recognise that I need to say no to my child 
when he/she tries to do something that will 
harm him/her. 
SA A D SD 
      
15 I know what to do to look after my child’s 
health and well being 
SA A D SD 
      
16 I know I am able to keep my home clean for 
my child. 
SA A D SD 
      
17 Making opportunities for my child to play 
with other children is difficult for me to do. 
SA A D SD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tables relating to QDEM 7.12a-7.14p 
 
 
 Statistics 
 
age in years  
Valid 24N 
Missing 0
Mean 30.71
 cc
Minimum 20
Maximum 41
 
 
 
  Frequency Percent 
Valid 
Percent 
Cumulative 
Percent 
Valid 20 1 4.2 4.2 4.2 
  23 1 4.2 4.2 8.3 
  25 2 8.3 8.3 16.7 
  26 3 12.5 12.5 29.2 
  27 1 4.2 4.2 33.3 
  28 1 4.2 4.2 37.5 
  29 1 4.2 4.2 41.7 
  30 2 8.3 8.3 50.0 
  31 2 8.3 8.3 58.3 
  32 3 12.5 12.5 70.8 
  35 1 4.2 4.2 75.0 
  36 1 4.2 4.2 79.2 
  37 3 12.5 12.5 91.7 
  41 2 8.3 8.3 100.0 
  Total 24 100.0 100.0   
Table 7.12a question 2 Respondent age. 
 
 
 
  Frequency Percent Valid 
Percent 
Cumulative 
Percent 
Valid GCSE 10 41.7 41.7 41.7 
 A Level 1 4.2 4.2 45.8 
 HND 1 4.2 4.2 50.0 
 Degree 5 20.8 20.8 70.8 
 Other 4 16.7 16.7 87.5 
 No 
response 
3 12.5 12.5 100.0 
 Total 24 100.0 100.0  
Table 7.12b question 3 Respondent educational attainment. 
  
 
 
 Frequency Percent 
Valid 
Percent 
Cumulative 
Percent 
Valid 0 1 4.2 4.2 4.2 
  1 child 
from 
single 
birth 
21 87.5 87.5 91.7 
 cci
  2 children 
from 
single 
birth 
2 8.3 8.3 100.0 
  Total 24 100.0 100.0   
Table 7.12c Question 4a parents with children under 5 years single birth. 
 
 
 
 Frequency Percent 
Valid 
Percent 
Cumulative 
Percent 
Valid 0 23 95.8 95.8 95.8 
  2 children 
from 
multiple 
birth 
1 4.2 4.2 100.0 
  Total 24 100.0 100.0   
Table 7.12d Question 4b parents with  children under 5 years from 
multiple birth. 
 
 
 Frequency Percent 
Valid 
Percent 
Cumulative 
Percent 
Valid 0 16 66.7 66.7 66.7 
  1 child 
from 
single 
birth 
5 20.8 20.8 87.5 
  2 children 
from 
single 
birth 
2 8.3 8.3 95.8 
  3 children 
from 
single 
birth 
1 4.2 4.2 100.0 
  Total 24 100.0 100.0   
Table 7.12e Question 4c parents with children over 5 years from single 
birth. 
 
 
 
 
 
 
 
 
 
children under and over five years 
 
  Frequency Percent Valid Percent 
Cumulative 
Percent 
 ccii
no children 
under and over 
five years 
16 66.7 66.7 66.7
1 child under 
and 1 child over 
five years 
3 12.5 12.5 79.2
2 children 
under and 1 
child over five 
years 
2 8.3 8.3 87.5
1 child under 
and 2 children 
over five years 
1 4.2 4.2 91.7
2 children 
under and 2 
children over 
five years 
1 4.2 4.2 95.8
1 child under 
and 3 children 
over five years 
1 4.2 4.2 100.0
Valid 
Total 24 100.0 100.0  
Table 7.12f Question 4e Parents with children under and over five years.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 7.12g relating to question 4e parents with children under and over the age of 5 years. 
  
children 
under five 
years 
Children under 
five years from 
multiple births 
Children over five 
years 
 cciii
1 
1 child from 
single birth 0 0
2 
1 child from 
single birth 0 0
3 
1 child from 
single birth 0 0
4 
1 child from 
single birth 0 0
5 
1 child from 
single birth 0 0
6 
1 child from 
single birth 0 0
7 
1 child from 
single birth 0 0
8 
1 child from 
single birth 0 0
9 
1 child from 
single birth 0 0
10 
1 child from 
single birth 0 0
11 
1 child from 
single birth 0 0
12 
2 children 
from single 
birth 
0 2 children from single birth
13 
1 child from 
single birth 0
2 children from 
single birth
 cciv
14 
1 child from 
single birth 0
3 children from 
single birth
15 
1 child from 
single birth 0 0
16 
1 child from 
single birth 0 0
17 
1 child from 
single birth 0
1 child from 
single birth
18 
1 child from 
single birth 0 0
19 
2 children 
from single 
birth 
0 1 child from single birth
20 
0 2 1 child from single birth
21 
1 child from 
single birth 0
1 child from 
single birth
22 
1 child from 
single birth 0 0
23 
1 child from 
single birth 0
1 child from 
single birth
24 
1 child from 
single birth 0 0
Total N 24 24 24
 
Table 7.12g relating to question 4e parents with children under and over the age of 5 years. 
  Frequency Percent Valid Percent Cumulative 
Percent 
Valid White British 19 79.2 79.2 79.2 
 Other White 1 4.2 4.2 83.3 
 ccv
background 
 Asian 3 12.5 12.5 95.8 
 Other - 
please state 
1 4.2 4.2 100.0 
 Total 24 100.0 100.0  
Table 7.12h question 5  Ethnic background. 
 
 
 
 
 
 
  Frequency Percent Valid 
Percent
Cumulative 
Percent 
Valid Full time 8 33.3 33.3 33.3 
 Part time 3 12.5 12.5 45.8 
 Self 
employed 
3 12.5 12.5 58.3 
 Unemployed 10 41.7 41.7 100.0 
 Total 24 100.0 100.0  
Table 7.12i question 6 Respondent employment status. 
 
 
 
 
 
  Frequency Percent Valid 
Percent 
Cumulative 
Percent 
Valid Professional 6 25.0 25.0 25.0 
 Manager 4 16.7 16.7 41.7 
 Skilled 3 12.5 12.5 54.2 
 Unemployed 10 41.7 41.7 95.8 
 No response 1 4.2 4.2 100.0 
 Total 24 100.0 100.0  
Table 7.12j question 7 Respondent type of job. 
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Statistics 
Partner's age  
Valid 19N 
Missing 5
Mean 34.11
Minimum 27
Maximum 44
 
 
  Frequency Percent Valid 
Percent 
Cumulative 
Percent 
Valid 27 2 8.3 10.5 10.5 
 28 1 4.2 5.3 15.8 
 29 2 8.3 10.5 26.3 
 31 3 12.5 15.8 42.1 
 32 1 4.2 5.3 47.4 
 35 1 4.2 5.3 52.6 
 36 3 12.5 15.8 68.4 
 37 1 4.2 5.3 73.7 
 39 2 8.3 10.5 84.2 
 40 1 4.2 5.3 89.5 
 41 1 4.2 5.3 94.7 
 44 1 4.2 5.3 100.0 
 Total 19 79.2 100.0  
Missing System 5 20.8   
Total  24 100.0   
Table 7.12k  question 8 Partner age. 
 
 
 
  Frequency Percent Valid 
Percent 
Cumulative
 Percent 
Valid Full time 15 62.5 78.9 78.9 
 Self employed 2 8.3 10.5 89.5 
 Unemployed 2 8.3 10.5 100.0 
 Total 19 79.2 100.0  
Missing System 5 20.8   
Total  24 100.0   
Table 7.12l question 9 Partner’s employment status. 
 
 
 
 
  Frequency Percent Valid 
Percent
Cumulative 
Percent 
Valid Professional 2 8.3 10.5 10.5 
 Manager 2 8.3 10.5 21.1 
 Skilled 7 29.2 36.8 57.9 
 Semi skilled 3 12.5 15.8 73.7 
 Unemployed 2 8.3 10.5 84.2 
 No response 3 12.5 15.8 100.0 
 Total 19 79.2 100.0  
Missing System 5 20.8   
Total  24 100.0   
Table 7.12m question 10 Partner type of employment. 
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  Frequency Percent Valid 
Percent
Cumulative 
Percent 
Valid Owner 
occupied 
15 62.5 65.2 65.2 
 Rented 6 25.0 26.1 91.3 
 Living with 
family or 
friends 
2 8.3 8.7 100.0 
 Total 23 95.8 100.0  
Missing System 1 4.2   
Total  24 100.0   
Table 7.12n  question 11 The home you live in. 
 
 
 
 
 
  Frequency Percent Valid 
Percent
Cumulative 
Percent 
Valid Your 
partner 
17 70.8 89.5 89.5 
 Partner 
and other 
1 4.2 5.3 94.7 
 No one 1 4.2 5.3 100.0 
 Total 19 79.2 100.0  
Missing System 5 20.8   
Total  24 100.0   
Table 7.12o question 12 ‘Who lives with you and your
children? 
 
 
 
 
 
  Frequency Percent Valid 
Percent
Cumulative 
Percent 
Valid Family 12 50.0 52.2 52.2 
 Friends 1 4.2 4.3 56.5 
 Family and 
friends 
4 16.7 17.4 73.9 
 Little support 1 4.2 4.3 78.3 
 No 4 16.7 17.4 95.7 
 No response 1 4.2 4.3 100.0 
 Total 23 95.8 100.0  
Missing System 1 4.2   
Total  24 100.0   
Table 7.12p Do you live near someone who gives you   
                      support?’ 
 
 
 
 
 
 
 
Tables relating to section 7.13. 
 ccviii
 
                                        Paired Samples Statistics 
 
  Mean N Std. Deviation 
Std. Error 
Mean 
A1 1.6458 24 .61643 .12583Pair 1 
A2 1.4688 24 .69670 .14221
B1 1.4500 24 .64673 .13201Pair 2 
B2 1.2667 24 .62601 .12778
C1 1.5000 24 .63844 .13032Pair 3 
C2 1.3542 24 .60306 .12310
D1 1.4896 24 .66545 .13583Pair 4 
D2 1.3021 24 .60334 .12316
 
 Paired Samples Correlations 
 
  N Correlation Sig. 
Pair 1 A1 & A2 24 .796 .000
Pair 2 B1 & B2 24 .782 .000
Pair 3 C1 & C2 24 .861 .000
Pair 4 D1 & D2 24 .766 .000
 
 Paired Samples Test 
 
  Paired Differences t df Sig. (2-tailed) 
  Mean Std. Deviation Std. Error Mean 
95% Confidence 
Interval of the 
Difference       
        Lower Upper       
Pair 1 A1 - A2 .1771 .42656 .08707 -.0030 .3572 2.034 23 .054 
Pair 2 B1 - B2 .1833 .42083 .08590 .0056 .3610 2.134 23 .044 
Pair 3 C1 - C2 .1458 .32900 .06716 .0069 .2848 2.172 23 .040 
Pair 4 D1 - D2 .1875 .43769 .08934 .0027 .3723 2.099 23 .047 
Table 7.13  indicating the difference in the way parents answered PSS questions at phase 1 
                     and phase 2. 
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Appendix 7 (for chapter eight)  8.3 The Parenting Skills Scale Profile 
sheet. 
 
The Parenting Skills Scale Profile 
Subscale 
A time 1 
Subscale 
A time 2 
Subscale 
B time 1 
Subscale 
B time 2 
Subscale 
C time 1 
Subscale 
C time 2 
Subscale 
D time 1  
Subscale 
D time 2 
        
  5 
6 
5 
6 
    
4 4 7 
8 
7 
8 
4 4 4 4 
5 
6 
5 
6 
9 
10 
9 
10 
5 
6 
5 
6 
5 
6 
5 
6 
7 
8 
7 
8 
11 
12 
11 
12 
7 
8 
7 
8 
7 
8 
7 
8 
9 
10 
9 
10 
13 
14 
13 
14 
9 
10 
9 
10 
9 
10 
9 
10 
11 
12 
11 
12 
15 
16 
15 
16 
11 
12 
11 
12 
11 
12 
11 
12 
13 
14 
13 
14 
17 
18 
17 
18 
13 
14 
13 
14 
13 
14 
13 
14 
15 
16 
15 
16 
19 
20 
19 
20 
15 
16 
15 
16 
15 
16 
15 
16 
 
 
The hatched areas in the Profile indicate where the parent is when PSS is completed on the first 
and second occasion. The format of the profile provides a useful and easily understandable way 
of showing the parent how the parenting skills are progressing.  
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